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In an address on so large a subject it is best to 
concentrate on those sections with which the speaker 
is most closely in contact. I would like nevertheless 
to preface my remarks by recalling something of the 
history of cancer research, 


THE BEGINNINGS 


Historical inquiry is apt to be difficult because 
attempts to trace the origin of a particular idea lead 
the searcher further and further back. At first sight 
this seems to apply to cancer ; for we can read that 
the ancient Egyptians were familiar with malignant 
disease and that accurate descriptions of it were 
given by the Hippocratic school. Actually, however, 
no research of any value, nor any clinical work of 
any practical use, was possible until the time 
of Virchow, who is rightly regarded as the father of 
modern morbid histology. It was Virchow who 
worked out a process for the mounting of sections, 
and the cutting and staining of them for examination 
under the microscope. 

From a vast amount of work on the structure of 
the normal human body Virchow was led to formulate 
his famous doctrine omnis cellula e cellula, which 
laid the foundation of modern pathology. Previously 
tissues had been thought to develop from fluids, 
and now for the first time the doctrine that each 
tissue developed from a given type of cell was stated. 
Virchow was able to show that malignant tumours 
were composed of cells similar in appearance to 
normal cells of the body and that they in fact arose 
from modification of such cells. He. made, though, 
one serious mistake in assuming that any tissue 
could give rise to any other. Thus he thought it 
possible that connective tissue when acted upon by a 
stimulating fluid could be converted into epithelio- 
mata. That this was erroneous was proved by 
Thiersch, who pushed Virchow’s doctrine a stage 
further by showing that only epithelial cells could 
give rise to epithelial cells, connective cells to 
connective cells, &c. The logical outcome of this 
was that only epithelial cells could give rise to 
epitheliomata, and only connective cells to sarco- 
mata, and so on. 

Virchow’s most important papers were published 
in 1855, whilst the work of Thiersch was some 5-10 
years later. So we can see it was not until the 
1860’s and ’70’s that a fairly accurate knowledge 
of the structure of malignant tissue was at all possible. 
There followed a great deal of histological work which 
led to most of the tumours of the body being accurately 
classified, and their structure and malignant and 
clinical behaviour investigated. 

During this period tumours, of both epithelial 
and connective tissue, had been demonstrated in 
animals, and their structure had proved to be very 
like that of the corresponding human tumours. In 
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1899 attempts were made to pass them from one 
animal to another and a large number of partially 
successful experiments were reported from this date. 
Hanau, von Eiselsberg, and Morau are well-known 
names of this period. It was not, however, until 
Jensen in 1903 published his work on the rat sarcoma 
which now bears his name that the problem could be 
regarded as really solved. By applying the technique 
of Jensen it was possible to transplant tumours 
with almost mathematical accuracy, from one rat 
to another. These experiments were repeated all 
over the world. In England the workers of the 
Imperial Cancer Research Fund, Bashford, Murray, 
and Cramer, added greatly to the knowledge of this 
interesting tumour. 

At first it was felt that the solution of the cancer 
problem as a whole might be reached through a 
study of the Jensen rat sarcoma. Here was a method 
of producing cancer at will, and presumably methods 
of increasing the animals’ resistance, and actual 
curative experiments, could be tried. When one 
reflects on the truly enormous amount of work and 
expenditure of time and money throughout the world 
on the Jensen rat sarcoma and the moderate progress 
claimed by investigators, one cannot help but be 
disappointed. One must realise that at that 
particular time the obvious course to take was to 
investigate these tumours as thoroughly as possible. 
The great objection to the transplantation experi- 
ments is that we are not really producing cancer 
but are merely using the rat as an incubating medium 
for the growth of an added foreign tumour. 


FOWL TUMOURS 


In 1910 Fujinami and Inamoto described sarcoma- 
tous tumours in fowls and demonstrated that rapid 
and irregular growth was obtained on transplanting 
them from one fowl to another. In the same year 
Peyton Rous made what was perhaps one of the 
greatest advances in cancer research. Hitherto the 
transference of tumours from one animal to another 
had only been effected by transplanting cells: the 
transplant was nourished by the host’s tissue fluids, 
and the cells divided and produced more tumour ; 
but the host was only an incubator for the tumour. 
Now Peyton Rous observed that it was possible to 
transmit certain types of fowl tumours by a cell-free 
extract, and for the first time malignant disease 
could be produced without the intervention of living 
cells. We have now become so accustomed to this 
observation that the original discovery has lost some 
of its early brilliance, but a moment’s. thought 
will show us how great a discovery this really was. 
An extract of the tumour was made and the most 
elaborate precautions were taken to ensure that it 
contained no celis; this cell-free filtrate was now 
injected into the normal bird in minute quantities ; 
and the fluid acted upon the cells of the bird in such 
a way as to turn these normal cells into an active 
malignant tumour. 

Throughout his long series of publications Peyton 
Rous has steadily refused to specify any of the 
substances in his extract and always referred to it as 
“the agent.” From 1910 onwards a long series of 
experiments have been performed in America and in 
England in order to elucidate the nature of this agent. 
Together with Murphy, Rous succeeded in purifying 
the fluid so that incredibly small quantities were 
capable of producing the tumour. In England 
investigations were made with the ultra-violet ultra- 
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microscope by Gye and Barnard and new properties 
of the infecting fluid were determined. About 
1935 the view that the agent was a virus had begun 
to take hold, and the work of Barnard and Gye, and 
later of Gye alone, produced some evidence in support 
of this. Thus the similarity in behaviour to other 


FIG. 1 
Carcinogenic hydrocarbons. 


1 : 2-benz- 1:2 :5:6-dibenz- 1 : 2-benz- 
anthracene. anthracene. pyrene. . 


known viruses was pointed out and it was stated by 
later workers that particulate bodies of the same 
type as those seen in existing viruses could be observed 
by ultramicroscope. At the present time the nature 
of the Rous agent is still doubtful, but it must be 
remembered that in many respects the problem 
may be one rather of definition than of actual fact. 
That the agent is filter-passing and behaves like a 
virus there can be no doubt, but it is not possible to 
tell whether it is a chemical or living agent. 

Now the use of the term “living ” is again largely 
a question of definition when applied to viruses and 
Rous agents. 

In plants there is a peculiar disease which spreads 
over the leaves giving them the appearance of a 
definite pattern, and which results finally in withering 
of the leaf and death of the branch. These conditions 
are known as mosaic disease and are regarded as 
being due to a typical virus. The mosaic disease 
of the tobacco plant has been most studied of recent 
years. It is possible to transfer the infection from 
one plant to another by a cell-free filtrate. Recently 
Stanley and his collaborators have shown it is possible 
to concentrate the infective agent and that it is in 
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material occurring in certain bird-tumour filtrates. 
There can be little doubt that these observations 
constitute one of the most important advances in 
general pathology and particularly in its application 
to cancer research, and further developments will 
be awaited with great interest. 

Up to the present no mammalian tumour has ever 
been transferred by a cell-free filtrate direct, despite 
the most elaborate and painstaking attempts. Many 
have claimed that they have brought this about but 
their work has not been confirmed. As a result of 
the failure some pathologists have maintained that 
bird tumours are really not true malignant growths, 
but this again seems to be purely an argument of 
nomenclature. 


THE PRODUCTION OF TUMOURS IN MAMMALS 


The earliest observation on the production of 
tumours in mammals was made in the eighteenth 
century by the English surgeon Percival Pott, who 
was interested in carcinoma of the scrotum in chimney- 
sweeps and suggested soot as a possible cause. 
Various attempts were made during the eighteenth 
and nineteenth century to produce tumours in 
animals with tar or soot, but no clear-cut results 
were obtained. It was not until 1918 that Yamigawa 
and Ichikawa succeeded regularly in producing 
papillomata in mice by painting them with tar. 
This observation again may be regarded as one of 
the great landmarks in experimental cancer research. 
They and subsequent workers were able to show that 
whilst some tars were particularly potent, others 
were less so and some failed completely to produce 
tumours. They noted that it was necessary to paint 
the animals at regular intervals for long periods of 
6-12 months. First the hair fell out in the region 
painted and then the skin roughened and warty 
growths developed. These became converted into 
epitheliomata, invaded the surrounding tissue, 
produced keratosis, and ulcerated. 

Later Passey was able to show similar results with 
soot. At first these investigations were regarded as 
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fact associated with the protein factor. They have 
made what at first appears to be the incredible 
observation that the infective agent can be crystallised 
and that it is possible to extract from the infected 
plant a considerable quantity of the virus in the form 
of protein. They were able to demonstrate that it was 
present in the form of liquid crystals. This observa- 
tion was confirmed in England and a great deal of 
interesting work done on the spectrographic analysis 
of the crystals. The significance of Stanley’s observa- 
tions cannot as yet be properly appreciated, but it 
appears that he has obtained what was always 
regarded as a living agent in the form of a protein 
in the crystalline state. 

Peyton Rous and Beard have now demonstrated 
that it is possible to centrifuge the heavy protein 
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being purely of academic interest and were used by 
pathologists solely as a means of producing experi- 
mental epitheliomata. The observations appeared 
to have no underlying significance and were regarded 
in the light of a pathological conjuring trick. Their 
true importance was first demonstrated by Kennaway, 
who tried to find out what constituent of the tar was 
really essential. By synthesising the tar by passing 
acetylene and hydrogen through a heated tube he 
was able to show that the product was carcinogenic 
and contained only carbon and hydrogen. The 
carcinogenic agent must therefore be a hydrocarbon. 
Together with his collaborators (Cook, Hieger, 
Kennaway, and Mayneord 1932) he was able to 
show that the fluorescent spectrum of these carcino- 
genic tars exhibited characteristics of the condensed- 
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carbon-ring compounds. They decided to investigate 
certain synthetic examples of this series to see whether 
they too possessed carcinogenic activity, and found that 
1: 2:5: 6-dibenzanthracene when dissolved in benzene 
and painted twice a week on the skin of mice was 
capable of producing epitheliomata. Through this 
work the production of cancer by chemically pure 
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produced even with enormous doses, and there is no 
evidence that these hormones, used in therapeutic 
quantities, are likely to give rise to such change. 
The action of the estrogenic hormone on the vagina 
and the uterus is such that it -causes epithelial 
proliferation of a type resembling the early stages of 
malignant disease; but very similar proliferation is 
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substances of known constitution was for the first 
tinfe effected. A large number of carcinogenic 
hydrocarbons have been synthesised and Fig. 1 
shows the formule of some of them. 

While Kennaway and his collaborators were making 
these observations organic chemists were working out 
the constitution of the bile acids and of the sterols, 
and it was found that these possessed a condensed- 
carbon-ring structure. The typical formule of choles- 
terol, bile acids, and other sterols are given in Fig. 2. 

A little later the formula of the sex hormone, 
cestrone, was elucidated after its preparation in a 
crystalline form by Butenandt, Doisy, and others. 
This group of hormones was found also to possess 
the condensed-carbon-ring skeleton (Fig. 3). The 
similarity of the structure of these compounds to 
the carcinogenic hydrocarbons and cholesterol can 
readily be seen and one is strongly tempted to yield 
to the speculation that perhaps the carcinogenic 
agents may be developed in the body as a result of a 
disordered sterol metabolism. These workers have 
also shown that a potent carcinogenic hydrocarbon, 
methyl cholanthrene (Fig. 4), can be produced from 
bile acid by a series of processes that might well 
occur in the body. There can be no doubt that the 
extension of this work forms one of the most promising 
lines of cancer research. 

A further interesting observation, made by Cook and 
myself (1933), was that certain of the hydrocarbons 
such as benzpyrene, and cyclo-penteno benzanthra- 
cene in addition to being carcinogenic were also 
able to replace the female sex hormone, and were 
in fact cstrogenic (Fig. 5). It must be admitted 
that their cestrogenic activity was very low compared 
with their carcinogenic activity. Kennaway and 
his collaborators afterwards showed that cestrone 
itself is not carcinogenic in the same sense as the car- 
cinogenic hydrocarbons, but later Lacassagne (1936) 
demonstrated that if very large quantities of the 
eestrogenic hormone be injected from birth onwards 
into mice, the incidence of carcinoma of the mamma 
can be raised above the normal. This has led to the 
suggestion that oestrone and the female sex hormones 
are carcinogenic ; but it must be pointed out that 
although they are capable of causing an increase in the 
incidence of carcinoma of the mamma when injected 
into susceptible mice, they are not locally carcino- 
genic when painted on the skin. It has also been 
claimed that the injection of large quantities of 
estrone will produce metaplastic changes in the 
epithelium of the cervix uteri and that these resemble 
carcinoma. It is safe to say, however, that up to 
the time of writing no actual carcinoma has been 


to be seen during the normal cstrus cycle and it 
does not then become disorderly. A study of the 
chemical constitution necessary for cstrogenesis 
would be a valuable contribution to cancer research. 

It was shown some time ago (Cook, Dodds, Hewett, 
and Lawson 1933 and 1934) that a number of 
synthetic phenanthrene compounds and derivatives 
are capable of producing estrus. The most important 
of these were diols of dibenzanthracene of the general 
formula shown in Fig. 6. 

The most potent member of the series was the 
n-propyl substituent. This has an activity approach- 
ing that of the normally occurring substance, 
estriol, and it is capable of reproducing all the 
phenomena associated with cstrus, such as the 
feminising action on the plumage of the capon. 
It was later shown (Dodds and Lawson 1938) that 
the phenanthrene nucleus was not necessary for 
ceestrogenic activity and that a long series of com- 
pounds, such as derivatives of acenaphthene, certain 
carbinols, and derivatives of diphenyl ethane and 
diphenyl ethylene (stilbene), were also fully cestro- 
genic (Fig. 7). The latest development of this work has 
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been the synthesis of a substance, diethyl stilbeestrol, 
which has a potency three times that of the naturally 
occurring hormone (Fig. 8) (Dodds, Golberg, Lawson, 
and Robinson 1938). The great significance of 
this observation cannot at present be appreciated. 
It can readily be seen from a review of the long 
series of compounds, differing so much in chemical 
constitution and in physical properties, which are 
all capable of producing cestrus that the activity 
they share cannot easily be explained. There 
must be some underlying law which governs their 
power to produce epithelial proliferation and the 
estrus cycle, but we are completely ignorant of its 
nature. Until this law is discovered we have little 
chance of understanding the disorganised proliferation 
seen in malignant disease. 
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TWO LINES OF APPROACH 


In this very brief review we are faced with two 
entirely different aspects of the cancer problem. 
On the one hand we have the production of tumours 
m birds with a cell-free filtrate, with the evidence of 
some authorities strongly supporting a virus hypo- 
thesis; on the other we have the production of 
cancer by application of substances of known chemical 
constitution and properties. It is difficult to see 
any bridge between these two observations. 

McIntosh (1933) has reported the extremely 
interesting observation that he has been able to 
produce a tumour in birds with tar and that he could 
propagate this tumour by a filtrable cell-free extract. 
It seems that here at last is a possible meeting-place 
of the chemical and the bacteriological investigations, 
and all kinds of hypotheses might be erected on the 
results of these experiments. One such hypothesis, 
favoured by McIntosh himself, is that the virus is 
present all the time in the fowl and that the tar by 
producing chronic inflammatory changes anchors the 
virus to the tissue and so produces a tumour. Work 
on this line would appear to have very interesting 
and valuable possibilities. 

An observation having perhaps a bearing on this 
result was made by Peyton Rous and his collaborators. 
They showed that if the Shope virus, isolated from 
the papilloma of the cotton-tail rabbit, be injected 
into the domestic rabbit no malignant papillomata 
will appear for many months. But if the virus be 
injected into such a rabbit after the ears have been 
treated with tar, then malignant papillomata will 
rapidly appear. A study of the relationship of these 
various ways of producing cancer seems to be one of 
the most urgent needs of the present time. 


MALIGNANT METABOLISM 


The fact that malignant tissue from all parts of the 
body differs from normal tissue raised the suspicion 
in many workers’ minds that the actual metabolism 
must be different. Measurement of the metabolism 


FIG. 6 
Diols of 

dibenzanthracene. FIG. 8 

R OH Diethy! stilbeestrol. 
CeHs C2Hs 
Pak 
on Sc == 6L_Son 

OH R 


of isolated tissue seemed to present insuperable 
difficulties, chief of which was the small amount of 
tissue which could be made available. The problem 
was solved many years ago by Otto Warburg’s work. 
While at the Marine Biological Laboratory at Naples 
he became interested in the oxygen uptake of sea- 
urchins’ eggs before and after fertilisation. He 
devised a special manometric apparatus whereby he 
was able to show that the oxygen intake in the resting 
condition was low, but that immediately fertilisation 
occurred the oxygen intake increased several hundred- 
fold. This led Warburg to study the tissues in 
various degrees of activity and he went on to develop 
his well-known methods for the study of tissue 
metabolism. The technique is so specialised that 
there is no need to enter into technical details here. 
So perfect, however, have the methods become that 
it is possible to measure the oxygen intake, the 
carbon-dioxide output, and the production of lactic 
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acid under various conditions by a few milligrammes 
of surviving tissue. 

By this work Warburg and his collaborators were 
able to show that malignant tissue differed in 
metabolism in general from normal in that carbo- 
hydrate was converted to lactic acid rather than by 
direct oxidation to carbon dioxide and water. The 
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latter process is known as respiration and the former 
as glycolysis. Asa result of his experiments Warburg 
came to the conclusion that the metabolism of 
malignant tissue differed from normal tissue in that 
both aerobic and anaerobic production of lactic 
acid occurred in it. Since malignant tissue is able 
to produce energy from carbohydrate in the absence 
of oxygen, he felt this might be a possible explanation 
of its ability to survive and grow under conditions 
impossible for normal tissue. Extending the work, 
however, he showed that certain non-malignant 
tissues, such as the retina, also possess this property, 
and that the original observation thus lost much of 
its significance. Developing the work of Warburg, 
Dickens and Simer (1930) were able to measure the 
actual respiratory quotient of malignant and normal 
tissue, and it was later shown by Dickens and his collab- 
orators that in addition to malignant tissue preferring 
glycolysis as a process, there was actual damage 
to the oxidative or respiratory mechanism. This 
observation is probably of great importance since we 
know that oxidation in the cell is carried out by a 
group of organo-metallic catalysts of iron-hematin 
character ; and at one time a possible new line of 
therapeutics was suggested on the basis of this work. 
Investigations are being conducted on these lines, 
but so far no definite practical advances have been 
made. 
PROSPECTS 


From this, admittedly partial, review of the situa- 
tion can any conclusion be reached about the line 
eancer research should follow? I have indicated 
at several points what seem to me promising paths 
of investigation, and I hope they will be followed. 
At the same time I have said enough to show that 
in the past many advances have come from the 
work of general pathologists, general biochemists, 
and physiologists, while comparatively few have been 
originated by persons who set out in the first instance 
to conduct cancer research. Judging from the 
past, the most hopeful way of attacking cancer is 
indirect—namely, by developing general research 
in the basic sciences such as chemistry, physics, 
botany, physiology, biochemistry, and pathology. 
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Such research will not only advance existing lines of 
work, but (what is more important) will open up 
entirely new ones. 
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A NUMBER of reports on the effect of sulphanilamide 
and allied compounds on gonococcal infections has 
appeared in the past year (Dees and Colston, Buchtel 
and Cook, Anwyl-Davies, Crean, Cokkinis, and others), 
but they have all been of a preliminary nature. 
Although they show that some of these compounds 
inhibit the symptoms of gonorrhea with astonishing 
rapidity, nothing has so far been published which 
can be accepted as an indication of their actual 
curative value, or as a guide to their optimum admini- 
stration. In the absence of this information, it is 
not surprising that these compounds have been 
employed in a haphazard manner, often with no 
permanent benefit to the patient. 

We hope that this report will meet the need for a 
statement based on the final results of a very large 
group of cases. Its publication has been delayed 
until it was felt that reliable conclusions could be 
drawn, 

The 633 cases analysed represent the first or experi- 
mental subgroup of a total of more than 1000 cases of 
gonorrhea treated with oral sulphanilamide (p-amino- 
benzenesulphonamide) at the St. Mary’s Hospital 
venéreal clinic. A further 300 cases were treated 
with other sulphonamide compounds, but are not 
reviewed here. The main experimental material 
for our research was provided by the male patients, 
owing to their larger number, easier accessibility 
to frequent investigations, and greater amenability 
to discipline. The women proved less satisfactory 
for this purpose, being less amenable to strict control 
and less tolerant of the toxic properties of the drug. 
Nevertheless they are profiting by the lessons learned 
from the men, and have provided us with important 
knowledge on those aspects of the disease which are 
peculiar to their sex. 

Whilst one of us (A. J.C.) is responsible for the 
research carried out in the male clinic and the other 
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(G. L. M. McE.) for that in the female clinic, we have 
collaborated continuously and every observation and 
conclusion made by one has been verified by the other. 
The research has been extensive and we owe a great 
deal to the loyal support of our assistants, notably 
Dr. C. Nicoll, Dr. M. C. W. Long, Dr. F. J. G. 
Jefferiss, and Dr. D. Parry. We must also record 
our appreciation of the assistance afforded us by 
Prof. A. Fleming, Prof. W. D. Newcomb, Capt. 
A. D. Hayden, Dr. C. W. Morley, and other members 
of the bacteriological and pathological staff of the 
hospital. 


Preliminary Statement 


The bulk of this report will be devoted to the con- 
clusions drawn from the analysis of our cases, and to 
the lessons learned from our experience. On these 
lessons and conclusions is based the technique we 
are now employing, and which will be described 
at the end of our paper. 

Of several sulphonamide compounds tried by us in 
gonococeal infections sulphanilamide has thus far 
proved much the most efficient. Its only drawback 
lies in its toxicity, but our combined experience 
of well over a thousand cases shows that the drug 
can be administered in effective quantities with 
safety, provided care is taken to watch for the more 
serious effects, to avoid prolonged continuous admini- 
stration, and to exercise special caution in elderly 
or debilitated patients. A discussion of toxic effects 
cannot be entered into in this paper, but we hope 
to make it the subject of a separate publication. 

Only two other sulphonamide compounds have 
shown any considerable action on gonococcal infections 
in our hands. One is 2-(p-aminobenzenesulphon- 
amido) pyridine (M. & B. 693), which has recently 
been tried in pneumococcal and gonococcal infections 
(Whitby 1938, Lloyd and others 1938), but about 
which we are not yet able to express a definite opinion. 
The other is a disulphonamide manufactured under 
the trade name of Uleron, which we have used in over 
150 cases. It has no immediate toxic effects, and is 
therefore easy to administer, particularly to women. 
We cannot review our uleron cases in this report, 
but we wish to state quite definitely that its ultimate 
curative value in gonorrhea is much lower than 
that of sulphanilamide, and that we disagree with thoze 
German authorities who claim for it better end-results 
and a distinctive or superior mode of action (Gritz 
1937, Domagk 1937, and others). Our experience 
shows that a high proportion of permanent cures can 
be obtained only by continuous administration over a 
period of weeks. Unfortunately such administration 
is inadvisable, since it cagries a considerable risk of 
causing a severe peripheral neuritis, which has already 
been referred to by one of us (Cokkinis 1938), and of 
which we have seen 5 examples. 

It is perhaps not within the competence of clinicians 
to express an opinion on the mode of action of an 
antibacterial remedy, but our clinical experience 
supports the view expressed by bacteriologists that 
sulphonamide compounds have no appreciable 
bactericidal action and apparently act by arresting 
bacterial growth (bacteriostasis). Neither do they 
appear, in our cases, to have had any stimulating 
effect on antibacterial immunity. Unless therefore 
the arrested bacteria are dealt with by the immunity 
mechanism, relapse occurs when the chemotherapy 
is discontinued. Recognition of these facts is necessary 
if the new chemotherapy is to be correctly administered, 
and if relapses and failures are to be properly 
interpreted and avoided. 
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Analysis of 491 Consecutive Male Cases 
(A. J.C.) 

The investigation was started in September, 1937, 
and the original technique and early results were 
described in a preliminary report (Cokkinis 1937). 
Since that date more than 800 male cases of gonor- 
rhea have been treated with sulphanilamide: they 
comprise about 600 new admissions, and some 200 
who had been treated at the clinic by ordinary pre- 
sulphonamide methods for weeks, months, and even 
years, but were still uncured. Many of the cases 
were already complicated, and there was thus ample 
opportunity to study the effects of the treatment 
on the complications of gonorrhea, as well as on all 
stages of the disease itself. 

For the first six months the cases were treated under 
various experimental schemes with the object of 
discovering the best technique. In March of this 
year it was decided that enough material had been 
collected and an analysis of 500 case-records was 
commenced, controls being obtained from 250 
consecutive cases treated at the clinic in 1936. This 
analysis led to the establishment of a rational tech- 
nique which has since been uniformly employed in 
some 300 new cases, with the degree of success we were 
entitled to expect ; but these cases cannot be included 
in our report since there has not been time for an 
adequate follow-up. 

The 491 records of followed-up cases reviewed here 
have been brought up to date and analysed for the 
second time quite recently (June). They include 
all male patients treated before March, except early 
defaulters and a few who had to discontinue treat- 
ment within a few days owing to severe intolerance. 
Gonococci were found on the first day of chemo- 
therapy in 413 cases, while the other 78 showed the 
organisms earlier in the attack, All cases which 


TaBLe I—491 SULPHANILAMIDE CASES (298 IN FIRST 
FOUR WEEKS OF DISEASE, 193 LESS RECENT) 


1. Cured in one course 


of 8 240 | Total good result in 
Probably cured in J one course 274 (55°8 %) 
one course of 8 34 


Average period before apparent cure 
Average total period of treatment 

em —aaieameni. tine 

a rote gs aie Total known gen 
= ’ Q5 71-52% 

cured with 8 ae result .. 351 (71-5 %) 

Average period before apparent cure* 11°8 days. 
Average total period of treatment 276 , 

3. Clinical cures (final result uncertain) . . 

4. Failures 


4°8 days. 
19 


” 


87 (17'7 %) 
4 ra 53 (10-8 %) 
5. Complications on or after | we ‘ dike 40 (81%) 


3 culshoutvenién: 
* Apparent cure means complete absence of discharge and 
absolutely clear urine. 


responded to the treatment were subjected to full 
tests of cure, chief reliance being placed on repeated 
provocation with gonococcal vaccine (400-500 million), 
massage on sounds, and alcohol; the other tests 
were bacteriological examination of prostatic beads, 
urethroscopy, and the complement-fixation test 
(see later). The final results are divided into four 
groups :— 

(a) Cured cases are those that passed tests and 
remained well for a minimum of 45 days after cessa- 
tion of treatment. This critical period has been 
adopted because no relapse of any kind occurred after 
it. Actually two-thirds of the cases have been 
followed up for an average period of over 100 days 
after the end of chemotherapy. 

(b) Probably cured cases are those that passed 
tests and remained well up to their default 21-45 days 


later (only one gonococcal relapse occurred after 
21 days). 





Groups (a) and (bd) are classified mestien as quel 
results, 

(c) Clinical cures are apparent cures who defaulted 
after less than three weeks’ follow-up. 

(d) Failures are all cases with any sign of urethritis 
or a complication after the last dose of sulphanilamide. 
Actually a large proportion of these were ultimately 
cured, but they rank as failures for the purpose of 
this research. 


A gross analysis of the 491 cases, without classifica- 
tion of any kind, is given in Tables I and II, the 
control cases being analysed for comparison. This 
analysis leaves no doubt of the curative value of 


TasLe II1—250 conTrRot casEs (214 IN FIRST FOUR WEEKS, 
36 LESS RECENT) 
1. Known apparent cures ae ae -- 183 
(9°8% after one month, 22°:8% after two 
months, 21:7% after three months, 
30-6% after three to six months; 18:1% 
failed to clear up after six months.) 
2. Average period of apparent cure . 101 days. 
3. Relapsed afte rapparent cure within six ‘months 19°6% 


(There were thus 37-7 % of known failures 
after six months’ treatment.) 


4. 145 cases (58%) defaulted (73 with symptoms) 
between third and eighteenth month, before 
completing tests of cure. 


5. 97 cases (38°3%) were discharged cured as 
follows :— 
42 (29% of total of 250) after six months. 
42 after six to twelve months. 
13 after one to two years. 


6. 90 cases (36%) developed complications under 
treatment. 


sulphanilamide. Thus, whilst only 10 per cent. 
of the controls were apparently cured after one 
month, 70 per cent. of the sulphanilamide cases 
were apparently cured in a third of the time, and 
finally cured within a month. But the Tables 
give no indication of actual results in various stages 
of the disease, of the part (if any) played by adjuvant 
treatment, of the causes of failure, or of the optimum 
technique. This information can only be obtained 
by a more detailed analysis. 


DETAILED ANALYSIS OF MALE CASES 


1. Part played by irrigations and other adjuvant 
treatment.—The first 414 sulphanilamide cases were 
divided into three groups: (a) without irrigations 


TaBLeE I[I—ErFFrecT OF ADJUVANT TREATMENT 


Recent cases (up to 


Chronic cases (over 
six weeks). 


six weeks). 


Group. meet oe go 
period o 
folate Failures. apparent|.°t! 


Average 
period of 
Failures. apparent 











— cure* [C45°S- cure* 
(days). (days). 
Sulph. only. 40 x 6-4 89 1 5-0 
(20 %) (11%) 
Sulph. with 154 32 50 66 1 4°5 
irrig. (20-8 %) (1-5 %) 
Sulph. with 59 6 5-2 6 Nil. 5-1 


» 
vacc. (10-2 %) 





* Excluding failures and relapses. Sulph.= sulphanilamide. 

or vaccine, (b) with irrigations, (c) with vaccine. 
Most cases also received an alkaline mixture, the only 
effect of which appeared to be a slight shortening 
of the period of apparentcure. The figures (Table ITI) 
show that urethral irrigations do not increase the 
chance of actual cure, although they diminish the 
period of apparent cure by a day or so. The use of 


vaccines, however, seems definitely to improve the 
prospects of cure. 
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2. Part played by dosage and period of administration. 
It is impossible to attempt a detailed analysis of 
dosage, but our records indicate that the optimum 
daily dose for a man of average size is 4-0 grammes 
and that this should not be diminished for the first 
fortnight of treatment. Larger doses have been given 
to heavy men, but we have seen no advantage in the 
routine administration of 6-8 g. doses for the first 
few days, as seems to be the custom in some northern 
clinics. On the other hand, the “one tablet 2-3 
times daily,” which is not an unusual dosage outside 


TaBLeE IV—E£FFECT OF TOTAL DOSAGE 


No. of Good result Clinical Failures 
Total dosage. “cages in one cure in and 
‘ course. one course. relapses. 
40 g. and under .. 54 13 7 3 
(25%) (13 %) (62 %) 
Over 40 g. 437 261 55 111 
(59-7 %) (12-6 %) (27-7 %) 


clinics, appears to be as efficient as a similar amount of 
aspirin! Moreover, it may lead to the development 
of abnormal resistance to the drug, which is likely to 
handicap future treatment. 

Our experience shows that the average effective 
total dosage per course is 70-80 g. in acute male cases, 
and about 15 g. less in chronic ones. Table IV makes 
it clear that quantities of 40 g. and under are definitely 
insufficient. 

The period of administration is equally important. 
Our records show that the minimum effective period 
is 15 days in acute cases and 12 days in chronic 
ones, but the optimum effective period is about a 
week longer in each case. It is essential that 
administration should be continuous throughout this 
period, especially in the first week, when even one 
or two days without the drug may diminish the chance 
of success. The administration should be so spaced 


TABLE V—TIME GROUP ANALYSIS OF SULPHANILAMIDE 








week. (66- 7 


CASES 
. -, Good mm . 
Duration 32 - Total — . Complica- 
of disease | > = good — mA tions on or 
before 8S. && course. result. " after 8. 
1-3 days. 93* 38 67 26 42 22 }i76 a 
(40-°9%), (72 %) | (28%) |(45°2 %) 125 tl ae 
4-5 days. 40 22 31 oy) 9 7 .9° 
(55%) \(77°5 %) (225%) (22:5 %)| 47 }as 9% 
6-7 days. | 21 10 16 5 9 3 \ars @ 
(47-6 %) (76-2 %) (23-8 %) (428%) 26 sis 
8-10 24 19 22 2 3 2 en6 
days. (79-2 %)| (91-7 %)| (8-3 %) |(12°5%), 26 oe 
11-14 24 19 22 2 4 2 6-5 % 
days. (79-2 %)|(91-7 %) (8-3 %) |(16-6%) 31 hia 
3rd & 4th | 33 22 31 2 
7%) (93°9%)) (6-1 %) 


8 S4. en 
(242%) 43 fp 47% 


2nd & 3rd 53 49 52 1 5 11 1.6% 
month. (92-5 %) (98-1 %) (19%) | (94%) | 64 
| 
3-6 45 37 44 7 Nil. 
months. (82-2 %)(97°8 %)| (2°2 %) |(15-6 %) 
| 
Over6 = 71 59 ma Nil. 


66 5 
months. (83°1%)| (93%) | (7%) |(12°5% 


* “ Clinical cures ’’ are excluded from all] figures, except those 
in the complications column. 


as to maintain a constant concentration of this very 
diffusible drug. This is best done by prescribing two 
0-5 g. tablets after the three principal meals of the 
day and two at bedtime. 
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3. Part played by preceding duration of disease 
(and acquired immunity).—Of the factors which have 
influenced the results of chemotherapy in our cases, 
the preceding duration of the disease has proved by 
far the most important. At an early stage of this 
research it was difficult to understand why some cases 
of acute gonorrhea were made well in a few days, 
whilst others, treated in exactly the same way, either 
failed to clear up, or relapsed after the chemotherapy. 
Various speculative explanations were suggested 
(Cokkinis 1937) which have since been disproved. 
Now one knows from experience that unequal response 
to sulphanilamide is mainly dependent on the pre- 


ceding duration of the disease. Table V not only 
establishes this important point beyond dispute, 
but also reveals the exact period at which the 


inequality occurs. 
A number of important facts stand out in this 
analysis. 


(i) The results of cases treated in the first week 
of gonorrhcea are much worse than those in any 
subsequent time-group, and they are only fractionally 
better in the second half of that week. 

(ii) There is a great improvement in 
of cases treated in the second week of the disease, 
the improvement occurring abruptly between the 
end of the first and the beginning of the second week. 

(iii) In cases of over two weeks’ duration the figures 
show a further but much smaller improvement, reach- 
ing an optimum in the 2 and 3 months group (92-5 per 
cent. good results in one course, 98 per cent. total 


the results 


TaBLE VI—ANALYSIS OF CASES TREATED IN FIRST WEEK 
OF GONORRHEA 





Good 1 
result Total 
Group. No. of cases. in cme good Failures. Relapsed. 
onun. result. 
First 103 39 74 29 61 
attack. (neg. C.F.T. | (37°9%) | (71-8 %) | (28-2 %) | (59-2 %) 
in all) 
Not first 51 31 40 11 17 
attack. (pos. C.F.T. | (60-38%) (784%) (216%), (33°3%) 
in 42) 


C.F.T.= complement-fixation test. 


good results, 2 per cent. failures, and 10 per cent. 
relapses) after which they show a slight deterioration. 

(iv) The complication-rate shows a _ progressive 
decrease throughout the Table. 


This analysis leads to the most important item of 
knowledge we are able to contribute to the new 
treatment of gonorrhwea—that the correct time to 
start sulphanilamide chemotherapy is the 8th to the 
10th day of the disease. To start in the first week 
is to give the patient less than an even chance of cure 
in one full course, and to subject him to more than 
a 25 per cent. risk of ultimate failure. The figures 
show that no advantage is gained by waiting until 
the end of the second week, the third week, or even 
the fourth week, while delay of treatment until 
the second or third month (when slightly better 
results are obtained), apart from other obvious dis- 
advantages, exposes the patient to a 30 per cent. 
risk of developing gonococcal complications. 

This sudden improvement of results in cases treated 
early in the second week of the disease can have only 
one explanation—that it takes that much time for 
the body to acquire enough immunity to dispose of 
the organisms arrested by sulphanilamide. Support 
of this view is provided by the complement-fixation 
test, which rarely becomes positive before the second 
week. Further evidence of the part played by 
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immunity is given by the following analysis, in which 
the first-week cases are divided into two groups 
according to whether the illness is a first attack or not 
(Table VI). 


The better results in the second group is evidence 
of surviving immunity, while the figures in the 
first group are so bad that if a trial of the remedy were 
largely limited to this type of case one would have to 
conclude that sulphanilamide is of little value in 
gonorrhea, This may be one explanation of the 
unfavourable opinions expressed by Anwyl-Davies 
and others. 


4. Analysis of failures.—Our experience suggests 
that most chemotherapy failures are avoidable, 
inasmuch as they can be attributed to errors of 
technique or to lack of complete coéperation of the 
patient. Fortunately, deliberate deception can be 
easily detected by a simple quantitative test for 
sulphanilamide in the urine, which we have employed 
extensively, but much difficulty has been experienced 
in persuading some patients to continue with a 
remedy which causes unpleasant symptoms, particu- 
larly in the first few days of its administration. 

Analysis of the failures reveals a number of com- 
mon factors which are sufficiently frequent to be 
significant :— 


(a) The importance of premature chemotherapy 
is shown by Table V. Of the 53 complete failures, 
40 occurred among the 178 cases treated in the first 
week of the disease, and only 13 among the 293 
cases treated later. The chance of failure, therefore, 
is 20-2 per cent. in the first week, while afterwards it 
drops to 4-4 per cent. 

(6) Insufficient dosage and period of administration 
are obvious causes of failure, and have been dealt 
with, 

(c) A cause of failure which has been discovered 
in this research is early interruption of the chemotherapy. 
One found that if sulphanilamide is discontinued 
immediately after apparent cure (2—7 days), even 
if the interruption is very short, it may on resumption 
fail to act on the relapse which always follows. To 
this phenomenon we have applied the term ‘“‘ acquired 
fastness,’’ and once it develops subsequent courses 
tend to be resisted or followed by relapse. Thus, 
of 22 male cases who developed this ‘ fastness ”’ 
after early apparent cure, no less than 17 proved 
ultimate failures, and only 5 yielded to further courses 
of the drug. A similar though less lasting resistance 
has been noticed in patients who had been treated 
with inadequate dosage’ (e.g., 1-1-5 g. daily) before 
attending the clinic. 

_ (d@) Another discovery was also made in this research, 
in time to be mentioned in the preliminary report 
(Cokkinis 1937), and this is that a high proportion of 
chemotherapy failures have an enlarged prostate. They 
complain of frequency, the urine is cloudy in both 
glasses, while on rectal palpation a prostatic lesion 
is found which is quite different from the ordinary 
prostatitis of acute gonorrhoea. The prostate is 
uniformly and often extremely enlarged, quite smooth 
and elastic, and absolutely painless and non-tender ; 
there is no fever and no constitutional disturbance, 
and not one case has shown any sign of abscess- 
formation. In all, 27 such cases were seen: no less 
than 17 of them proved complete chemotherapy 
failures, while 10 ultimately responded to sulphanil- 
amide, but this did not begin to show any effect until 
the prostatic enlargement had subsided. Recovery 
from this condition takes ahout three weeks, but can 
be hastened by mixed vaccine, light massage, and 
prostatic diathermy. In 4 of the cases staphylococci, 
streptococci, and gonococci were grown in cultures 
of prostatic fluid, while others yielded gonococci 
only, or a negative result. We have no certain 
explanation for this condition, which we describe 
as “ sulphonamide prostate,’ but we believe that it is 
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a gonococcal prostatitis modified by the chemotherapy 
into an atypical pathology. 

(e) A small group of failures can be attributed to 
other local complications which proved resistant 
to sulphanilamide—e.g., two cases of severe urethral 
stricture with mixed urinary infection, one case of 
calculous prostatitis, and one with Tyson’s adenitis. 


The ultimate fate of the 53 failures was as follows : 
16 were finally cured by other treatment; 5 were 
made well but rank as “ clinical cures”; 14 are still 
under treatment (one to four months later); while 
18 defaulted with symptoms. 


5. Analysis of relapses.—Nearly 25 per cent. 
(122) of the cases under analysis relapsed after 
apparent cure: 80 of them relapsed once, 32 twice, 
8 three times, and 2 four times, making 176 relapses 
in all. Badly timed chemotherapy again proved an 
important cause, no less than 67 per cent. of the 
relapses occurring in patients treated in the first 
week of the disease. The other factors discussed 
in the section on failures also played a part in the 
causation of the relapses, insufficient dosage and 
early interruption of the chemotherapy being the 
most obvious. Another and quite distinct factor is 
the relation of relapses to provocative tests. Nearly 
half of the male relapses occurred within a few days 
of provocation, which in the group under analysis 


TaBLe VII—sumMaRy or 150 RELAPSES 


Time of relapse after end of 








chemotherapy. 
With Without 
Group. provocation. provocation. Total. 
1 2 3 | Over; 1 2 3 | Over 
wk. wk. wk. 3wk. | wk. wk. wk.| 3 wk. 
G.C. + 43/10) 2 1 26 | 21 9 1 113 
relapses. (75%) 
GC. - 12 1 3 Nil. 10 2 5 4 37 
relapses. (25%) 


G.C. = gonococcus. 


was usually started at an average of one week after 
the end of a sulphanilamide course. We now believe 
that early provocation is a mistake in technique, 
and in cases treated more recently such tests have 
been delayed until the third or fourth week after the 
end of treatment, with an appreciable diminution 
in the relapse rate. 

A brief summary of 150 consecutive relapses is 
given in Table VII, showing the time when they 
occurred, and the incidence of proved gonococcal 
relapse. Cases in which gonococci were not found 
had either a slight mucoid discharge or slight haziness 
or threads in the urine. 

Not one of the relapsed cases was given up as a 
failure without at least one more course of chemo- 
therapy. As a result, ultimate cure with sulphanil- 
amide was obtained in 70 per cent. of them, the 
maximum total period of treatment (including 
intervals) being 44 months, and the largest total 
quantity of sulphanilamide 240 g. The lessons learned 
from the chemotherapy of the original infection were 
found to apply with equal force to the treatment of 
the relapse. Thus better results were obtained when 
the next course of sulphanilamide was withheld 
until the relapse was at least 8-10 days old, when 
administration was adequate and uninterrupted, 
and so on. 

















6. Effect of sulphanilamide on complications of 
gonorrhea.—Sulphanilamide has both a preventive 
and a curative action on the complieations of gonor- 
rhea. Its preventive effect is strikingly shown in 
the 491 cases under analysis, only 8 per cent. of which 
(40 cases) developed any complications attributable to 
the disease after chemotherapy was commenced, as 
compared with the 36 per cent. of complications in 
the control series. Of the 40 cases, 27 had the condi- 
tion described as a sulphonamide prostate, and only 
one case developed an unmodified acute prostatitis. 
Involvement of the epididymis was seen in 18 cases, 
11 of which had a typical epididymitis, which occurred 
during a relapse; in the other 7 the attack was 
completely aborted by the chemotherapy, all that 


TaBLeE VIITI—E£FrecT OF SULPHANILAMIDE ON PRE- 
EXISTING COMPLICATIONS OF GONORRHG@A 


Cured in— 





: Average : 
Complica- 7“ period of ‘un ™ 
tion. Lacan ¢ P complete + ote 
cases. Ist 2nd) 3rd 4th cure (days) 4 wks. 
“ wk. wk. wk. | wk. oe 
Epididymitis. 26 6 16 2 2 10°4 0 
Acute 15 7 7 1 0 95 0 
prostato- 
vesiculitis. 
Arthritis. 9 1 5 3 0 10°6 0 
Fibrositis 8 0 2 3 1 170 2 
and (exclusive 
fasciitis. of failures) 
Cystitis and 11 7 1 1 0 70 2 
trigonitis. (exclusive (urethral 
of failures) stricture) 
Tritis. 2 v 1 1 0 18-0 0 
Peri- 4 1 3 0 0 77 0 


urethritis. 


happened being a painless and very slight infiltration 
of the epididymis, which disappeared in 3-7 days 
(2 of these cases had a similar infiltration of the 
corresponding vesicle and vas). The only metastatic 
complications were 2 examples of synovitis of the 
knee in relapsed cases, which yielded rapidly to a 
second course of the drug. 

Of the 40 cases who developed complications, 32 
were among the cases treated in the first week of the 
disease, suggesting that the incidence of complications, 
can be made still lower by improving the technique. 
This is supported by the occurrence of only 7 complica- 
tions among the 137 cases who were treated between 
the second and eighth weeks inclusive—a period in 
which the bulk of gonococcal complications ordinarily 
arises. 

Quite distinct from its prophylactic value is the 
curative effect of sulphanilamide on pre-existing 
complications of gonorrhea. That this is as good as 
its effect on the primary urethritis is shown in 
Table VIII, which analyses the results of the more 
common lesions encountered in the 77 cases which 
were complicated at the commencement of chemo- 
therapy. 

The only complication analysed in the control 
group is epididymitis. This occurred in 46 of the 
250 control cases, and the average period before 
complete cure (apart from residual nodes) was just 
under four weeks. Particularly noticeable in cases 


of epididymitis treated with chemotherapy was the 
rapid relief from the acute symptoms (often within 
48 hours), and the relative infrequency of residual 
nodes. 

Four complicated cases, not included in Table VII, 
Two of them had an infected 


are of special interest. 
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para-urethral tract, and the other two a Tyson’s 
adenitis. In all 4 the urethritis rapidly cleared 
up with sulphanilamide, but the urethra was reinfected 
from the neighbouring focus, from which gonococci 
were obtained throughout the chemotherapy. When 
it was realised that the chemotherapy was not inhibit- 
ing the secondary focus this was dealt with by 
cauterisation or excision, and the next course of 
sulphanilamide was followed by complete cure. 


Analysis of 142 Consecutive Female Cases 
(G. L. M. McE.) 


Few will deny that hitherto the treatment of 
female gonorrhea has been eminently unsatisfactory. 
In common with most other workers we have found 
that rest and the encouragement of free drainage 
from the infected parts, coupled with a judicious use 
of vaccines, gives the best results in all stages of the 
disease and that the use of strong antiseptics is, 
as a general rule, both futile and dangerous. In 
very chronic cases, the so-called ‘ post-gonorrheal 
conditions,’ we admit to a trial of most of the better 
known cervical applications and paints, the least 
unsuccessful of which was a 5 per cent. aqueous solution 
of Mercurochrome, In all cases an attempt was made 
to enforce the time-honoured dietetic taboos. As 
nearly all of our patients are working women, rest 
was usually out of the question, and complications 
were consequently relativly common. 

With regard to proof of cure, we have always 
believed that local chemical provocation—e.g., the 
application of silver salts to the endocervix—is bad 
practice, the resulting chemical cervicitis being too 
often followed by a bacterial one, which itself may 
become difficult to cure. There remain, in the absence 
of signs and symptoms, repeated negative post- 
menstrual urethral and cervical cultures and smears 
(we have always insisted on a minimum of six, the 
last being made three days after a provocative 
injection of 500 million stock gonococcal vaccine) 
and in all cases a bimanual examination is made 
to exclude chronic infection of the uterine adnexa. 

Analysis of control cases.—An analysis of 139 
consecutive control cases which had been finally 
discharged, and which had been reasonably regular in 
their attendances, revealed the following rather 
depressing facts. 


(i) Complications arose during treatment in 35 
cases (over 25 per cent.). These included 16 cases 
of acute bartholinitis with abscess formation, 14 of 
salpingitis, 2 of severe skenitis, 2 of arthritis, and 
1 of tenosynovitis. 

(ii) The average time from the commencement of 
treatment until there was no local evidence of disease 
was 5-5 months. ’ 

(iii) The average time from the commencement of 
treatment for gonococci to disappear from the post- 
menstrual smears and cultures was 3:2 months for 
the urethra and 2:7 months for the cervix. (We 
believe that in many cases the cervical infection 
persisted longer than the urethral one, but was masked 
by a coexisting secondary infection.) 

(iv) It is difficult with any profit to assess the 
average total time from the start of treatment until 
the completion of observation and final discharge ; 
for, realising the unsatisfactory nature of the treat- 
ment, one not unnaturally wished to observe one’s 
patients for as long as possible, and in some cases 
follow-up the results of subsequent marriage. However, 
taking these cases into consideration, the figure is 
roughly between 11 and 12 months. 


In the late summer of 1937 the use of sulphanil- 
amide was begun in the women’s clinic, and we 
are now in a position to analyse the results of the 
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treatment in 77 consecutive cases of gonorrhea 
in which the gonococcus was present in one or other 
secretion at the onset of chemotherapy, and 65 
others known to have carried the gonococcus in the 
past, and in whom clinical evidence of chronic 
gonorrhea persists in spite of active and continuous 
treatment. We included these cases because they 
form a large majority of the total number of women 
patients on the books of all clinics and we were 
encouraged to treat them on account of the good 
results of sulphanilamide in chronic secondarily 
infected male cases. 

In all cases the dose aimed at was the constant one 
of 3 g. daily given for a maximum period of three 
weeks, daily irrigation of the urethra and cervix, 
glycerin vaginal packs, and in some cases an alkaline 
mixture being the only adjuvant treatment. 

Analysis of 77 cases (gonococci present at start of 
chemotherapy ).—Of the 77 cases of proved gonococcal 
infection 44 persevered with their treatment for 
twenty-one days, 21 for fourteen days, and the 
remaining 12 admitted to not taking their tablets 
regularly on account either of forgetfulness, default, 
or toxic effects. 

Urethral and cervical cultures and smears were 
made weekly for the first fortnight and after that 
fortnightly. The results of multiple courses of sulph- 
anilamide are not analysed in women as in men, for 
it was rarely found practicable to administer them. 

The average time from the beginning of treatment 
until smears and cultures were free from gonococci 
was fourteen days. That this time is longer than that 
in males, we believe to be due to greater irregularity 
on the part of the women in taking their tablets, 
probably owing to an increased apprehension of minor 
toxic effects, which suspicion was often borne out 
by the absence of sulphanilamide in the urine. 

“The average time for visible urethritis to disappear 
was between seven and fourteeen days, and in most 
eases the cervical discharge was mucoid by the 
fourteenth day, though cervical erosions often per- 
sisted for as long as twenty-five days. The bacterio- 
logical relapse rate appears to run fairly parallel 
with that in males, 6 relapses being noted out of 
44 cases treated continuously for twenty-one days, 
and 4 out of the 21 treated for a minimum of fourteen 
days. Itis interesting to note, and also in line with our 
experience in males, that of the 10 proved bacterio- 
logical relapses, only 2 occurred in patients in whom 
the infection was avowedly over a fortnight old. 
Moreover 7 of the relapsed cases confessed to some 
irregularity in taking their tablets, 2 had previously 
been unsuccessfully treated with uleron, and 2 were 
possibly on their own admission reinfections. 

Perhaps the most significant and certainly the most 
gratifying feature in the treatment of female gonor- 
rhea with sulphanilamide has been the almost 
universal freedom from those complications which 
were formerly so common: one case of salpingitis 
and one case of severe skenitis being the only com- 
plications which arose during and for a minimum of 
three months after treatment. 

With regard to the effect of the drug on existing 
female complications, we have not yet accumulated 
a sufficient number of cases to enable us to make 
any authoritative pronouncement. The commonest 
early complications we see are abscesses of Bartholin’s 
glands, and we always deal with these surgically 
without delay. We are however impressed by the 
speed with which resolution takes place after incision 
when the drug is administered, pari passu with the 
disappearance of other signs, and by the fact that so 
far we have noted no recurrences. Cases of acute 
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salpingitis appear to react equally well, and in no 
case has the pain and pyrexia persisted for more 
than three days; likewise we have yet to see a 
recurrence after a full course of treatment. 


One case of acute gonorrhoea in a woman of 40 
admitted a few days after first attendance with an 
unexplained pyrexia deserves special mention. She 
was treated actively for 10 days with sulphanilamide, 
after which, deceived by negative blood cultures and 
the absence of cardiac signs, we decided to discontinue 
the drug and to seek for other causes of the pyrexia 
which was becoming more marked. On the 30th day 
a hemiplegia proclaimed the true condition, but 
in spite of large doses of intravenous Prontosil she 
died in hyperpyrexia on the 34th day. Though at 
no time during her illness did the heart sounds alter 
(this was confirmed 3 days before death by Prof. 
F, Langmead), and repeated blood cultures were 
sterile, at the post-mortem some small vegetations 
were seen on the posterior aspect of the aortic cusps, 
from which undoubted gonococci were grown. An 
embolus was also found blocking the anterior branch 
ef the right middle cerebral artery. On reviewing 
the temperature chart one feels that the drug was 
possibly discontinued prematurely, but it is easy to 
talk after the event. 


Analysis of 65 chronic cases (gonococei originally 
present).—Of the 65 chronic cases from whom gono- 
cocci could not be isolated at the start of chemo- 
therapy, 15 had sulphanilamide continuously for 
three weeks, 25 for more than a fortnight but less 
than three weeks, and 15 for more than a week but 
less than a fortnight. 

It will be understood that it is not possible to 
attempt to control this class with a similar number not 
so treated. Being all out-patients of many months’, 
and in some cases many years’, standing, they can 
all be regarded as cases in whom other forms of 
treatment had failed. Nevertheless, the following 
results are of interest though admittedly inconclusive. 


(a) 20 cases had no local evidence of disease one 
month after the onset of chemotherapy, and have not 
relapsed clinically or bacteriologically. Of these, 14 
were treated continuously for a minimum of a fort- 
night. 

(6) During a minimum observation period of three 
months, gonococci have only reappeared in one case, 
and here the patient admitted the possibility of 
reinfection (ordinarily one would expect a greater 


‘incidence of bacteriological relapses even in this 


type of case). 

(ec) The only complication noted was a slight 
“flare up” in the case of a previous chronic sal- 
pingitis. This occurred six week after the cessation of 
treatment. 

(d) Including the 29 cases in paragraph 1, 31 are 
now (June, 1938) free from signs and symptoms and 
are having no treatment. 

(e) In 9 cases examination shows no improvement in 
the local condition. 

(f) In the remaining 25 cases there is and has been 
definite clinical improvement, but not sufficient to 
warrant the cessation of all local treatment. How 
much if any of this improvement can be attributed 
to the drug it is impossible to say. 


Comparison of Results in Male and Female 
Cases 


Though our results in women appear to fall short of 
those in men, we are convinced that there cannot be 
any essential difference between the therapeutic 
value of the drug in the two sexes. Nevertheless we 
believe that until a less toxic but equally efficient 
preparation is available, it will always be more 
difficult to treat the female out-patient with sulphanil- 
amide. It must be remembered that sometimes she is 
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attending for treatment partly against her will, 
is often quite unable to perceive any dramatic results, 
and is consequently only too ready to stop taking her 
tablets as soon as any minor toxic effects appear. 
As well as this, girls working under the direct super- 
vision of an employer or factory welfare worker 
often tell one that they dare not run the risk of 
appearing out of sorts. Too often the patient pre- 
varicates when taxed with her omission and much 
of the medical officer’s time is spent in cross-examina- 
tion and exhortation—a necessary but often an 
exhausting procedure. 

Chronic secondary infections do not react as well 
in women as in men, the cervicitis only too often 
relapsing when chemotherapy is stopped. Most 
of these cases, as indeed do the clinical relapses in 
more acute gonococcal cases, show a mild cervicitis 
which is usually accompanied by some vaginitis. 
As almost always the cervical cultures do not show 
gonococci, we have come to the conclusion that the 
cervicitis is due to a reinfection of the healing endo- 
cervix with vaginal organisms, and it is now our 
practice to treat these cases with Stovarsol pessaries 
and daily vaginal douches with most encouraging 
results. Reflection on the nature of the daily routine 
treatment of female gonorrhea in most clinics, 
including as it does the daily insertion of a speculum 
by the nurse, suggests to us that this operation alone 
may be calculated to set up a traumatic vaginitis 
in young nulliparous women, and we feel that in 
conjunction with active chemotherapy it is probably 
better practice to confine our local treatment to 
simple vaginal douching, thus reducing the risk of 
speculum trauma with a possible resulting vaginitis 
to a minimum. 


Complement-Fixation Test 


We can produce no evidence that the complement- 
fixation test is affected one way or the other by 
chemotherapy. Some cases seem to be cured without 
ever developing a positive result, while others remain 
positive long after the cessation of all treatment, 
although all clinical and bacteriological signs of the 
disease have disappeared. We are well aware that 
this persistent positivity will be attributed by some 
to a closed focus of infection that is not draining to the 
surface: but we are by no means convinced from 
our past experience that this completely rational 
hypothesis has any foundation. In deference to 
accepted teaching we have in the past refrained from 
discharging as “‘ cured ” many patients, both male and 
female, with no signs of the disease, and who have 
passed and re-passed rigorous tests of cure, but 
in whom the gonoceccal complement-fixation test 
remained persistently positive for months or years. 
We are now however inclined to believe that the 
immune process which causes this test to become 
positive often endures far longer than the infection, 
and that apart from being an indication for particular 
stringency in tests of cure, a positive result has no 
certain significance, and is only evidence that the 
patient at one time has suffered from the disease. 


Summary of Conclusions 


1. The experience of 491 male cases and 142 
female cases analysed in this report shows that 
the best results with sulphanilamide treatment in 
gonorrhea can be obtained only by a specialised 
technique of administration, and that incorrect or 
haphazard chemotherapy is followed by a high 
proportion of failures. 

2. With this optimum technique (vide infra) a 
permanent cure can be expected in 80 per cent. of 
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male patients with one course of three weeks’ treat- 
ment, although all manifestations of the disease 
usually clear up well within the first week. 

3. With additional courses in resistant or relapsed 
cases the total permanent cures in male patients 
can be increased to over 90 per cent. 

4. Under optimum conditions the disease in women 
appears to react equally well to the drug, but these 
conditions are more difficult to attain because women 
are more sensitive to its minor toxic effects. 

5. In complicated cases the curative action of 
sulphanilamide appears to be equally rapid and 
permanent. 

6. The incidence of complications of gonorrhea 
arising during and after chemotherapy, in both 
male and female patients, is between one-seventh 
#nd one-eighth of what it was in pre-sulphonamide 
days. 

7. A degree of immunity appears to be essential to 
the attainment of optimum results with sulphonamide 
chemotherapy. Hence the importance of “‘ timing 
the chemotherapy correctly and combining it with 
vaccine treatment. 

8. Failures and relapses can usually be attributed 
to certain common factors. These include premature 
or inadequate administration of the drug, early 
interruption of the treatment, prostatic enlargement 
in males, secondary vaginitis in females, and possibly 
too early provocation. 

9. An experience of over a thousand cases shows that 
serious toxic effects from sulphanilamide, when this is 
used intelligently, are very rare in the type of patients 
treated. Minor toxic effects are quite common, and 
seemingly inevitable, in a large proportion of cases 
if adequate dosage is employed; but even to these 
tolerance is often acquired. 


9 


Technique of Administration 
GONORRH@A IN MEN 


1. Acute cases attending in first week of symptoms.— 
Vaccine treatment is started at once and continued 
twice weekly (starting with 5 and increasing to 100 
million) through the chemotherapy. Daily irrigations 
are given, mainly to encourage regular attendance, 
also usual directions about diet, contagion, &c. 

Sulphanilamide is started 8-10 days after appear- 
ance of discharge, and continued for a full three weeks. 
Daily dosage varies with weight (3-5 g.); the usual 
is 4 g., two 0-5 g. (74 grain) tablets being taken with 
a glass of water after the four daily meals. This is 
continued for the first two weeks, after which it 
may be diminished to 3 g. An alkaline mixture 
may be given if desired,,and the patient is seen at 
least twice a week. 

A list of instructions is issued, pointing out the 
importance of strict obedience and absolute continuity 
of treatment, and containing usual directions about 
avoiding eggs, onions, and saline purges, also pro- 
longed exposure to sunlight. 

In the presence of minor toxic effects persuasion is 
used to avoid interruption of treatment; but more 
serious symptoms (such as severe vomiting, pallor 
and dyspnoea, serious cedema, or purpuric and 
extensive rashes) indicate that the chemotherapy 
must be stopped, and a complete blood count done. 

Apparent cure (no discharge and absolutely clear 
urine) is expected in 2-7 days. After 3 weeks all 
treatment is suspended, and the patient attends weekly 
for prostatic-bead tests, urethroscopy being done on 
one of these visits. If these are satisfactory, provo- 


cative tests are started 3-4 weeks later and consist of 
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vaccine (400-500 million), massage on sounds, and 
alcohol. After passing all tests the patient is kept 
under observation for a further 6-8 weeks, when at 
least one more provocation is given before final 
discharge. 

If the first course fails, or relapse occurs after 
it, an interval of at least 2-3 weeks must elapse 
before the next course is started. During this interval 
and after it a mixed gonococcal vaccine is given, 
while prostatic massage and diathermy are added 
in cases with enlarged prostate. Cases which fail to 
react after 10 days should be given up as failures 
for that course, and a further course administered 
in 3 weeks’ time. 

2. Acute cases attending after the first week.— 
The technique is the same, except that sulphanilamide 
is started at once. Complicated cases can be expected 
to respond as rapidly as uncomplicated ones. 

3. Chronic cases.—The dosage need not exceed 
3 g. daily, and the total period may be cut down 
to about 17 days, while a mixed gonococcal vaccine 
may be used with advantage. 


GONORRHG@A IN WOMEN 


1. Recent infections.—Vaccine treatment is started 
at once and continued bi-weekly as in men. Daily 
treatment consists of urethral and vaginal irrigations 
only; no speculum and no cervical treatment are 
used. In presence of dysuria an alkaline sedative is 
given. 

Sulphanilamide is never commenced before the 
8th day of symptoms. Administration is maintained 
for 3 weeks and must be continuous. Owing to their 
lighter average weight 3 g. is an adequate daily dose. 
The same list of instructions is issued to women as to 
men. 

Patients are examined weekly and urethral and 
cervical smears and cultures made. At the end of 
3 weeks, if all tests and examinations are negative, 
treatment is suspended. The patient is examined 
fortnightly for 1 month, and then after each menstrual 
period for a further 2 months, when a provocative 
injection of vaccine (500 million gonococci) is given. 
If tests made two days after this are negative and 
clinical signs are absent, the patient may be regarded 
as cured, 

Every effort should be made to avoid interruption 
of the chemotherapy for minor toxic effects or other 
reason, particularly in the first fortnight. 

2. In failed or relapsed cases three weeks should 
elapse before a further course of sulphanilamide is 
given. This further course is recommended, particularly 
in cases of proved gonococcal relapse. In the more 
common relapses due to secondary organisms, the 
associated vaginitis is treated for 2 weeks with 
stovarsol pessaries and daily douches, while a further 
course of sulphanilamide may be given if no improve- 
ment occurs. 

3. In chronic cases similar chemotherapy is em- 
ployed, but stovarsol pessaries are used from the 
beginning and a mixed gonococcal vaccine is given. 
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It is now well known that the majority of patients 
with hyperchromic megalocytic anzmia are suffering 
from pernicious ane#mia which can be readily and 
successfully treated by the administration of the 
anti-pernicious-anemia principles in stomach or 
liver. The nutritional deficiency anzmias are well- 
recognised exceptions to this rule (Wilkinson 1936); 
hyperchromic anemia may also be seen in acute 
leukemia (Israéls 1936) and in severe hemolytic 
anemia, such as may arise in hemolytic (spherocytic) 
jaundice (Israéls and Wilkinson 1938) or in anemia 
associated with liver disease (Wintrobe and Shumacker 
1933, Van Duyn 1933, Davidson and Fullerton 1938). 
Nevertheless we do see occasional patients suffering 
from a hyperchromic anemia which cannot be 
certainly attributed to any of these causes, and it 
is proposed to give here examples of three other 
conditions. A complete classification is not yet 
feasible, but as a rule a reasonable diagnosis can be 
made. 

THREE GROUPS 


These patients can usually be placed in one of three 
groups : (1) the aplastic-type group ; (2) the achrestic- 
type group; and (3) the aleukemic leukemia group. 
These differ in wetiology, show different pathological 
changes in the hemopoietic tissues, and require 
somewhat different treatment. 

The aplastic-type anemias most commonly affect 
patients under 50 years of age and are characterised 
by a progressive anemia which may, especially in 
the later stages, be hyperchromic, though rarely 
more than slightly megalocytic, and by hemorrhages 
which are a frequent symptom. The hxmopoietic 
tissues may show first, the classical replacement by 
fatty tissue, or secondly, an irregular hyperplasia. 
This second type of change was pointed out by 
Thompson, Richter, and Edsall (1934), and has 
since been mentioned by other authors (Turnbull 1936, 
Castle and Minot 1936); when it has been found the 
anemia has been termed ‘“ pseudo-aplastic” or 
“ aregenerative.” In these patients the femoral 
bone-marrow is pink or red and histologically shows 
a patchy hyperplasia of normoblasts and myelocytes 
together with a small number of hxemocytoblasts 
sometimes arranged in groups; biopsy of the sternal 
marrow reveals a corresponding increase of cells of 
the normoblast series, and early types—the normo- 
blast A or macroblast (Naegeli)—can usually be found 
while megaloblasts are rare. (In describing the 
marrow cells we are using the terminology of Dameshek 
and Valentine (1937) except for the early undiffer- 
entiated cells which, with Turnbull and others, we 
call hzmocytoblasts.) The degree of hyperplasia 
varies considerably in different patients, but is not 
so evident as in pernicious anemia or leukemia. 
The etiology of this type of anemia has sometimes 




















been traced to toxic drugs (see Sturgis et al. 1936, 
Witts 1936) but more often remains undiscovered. 

The achrestic-type patients show a progressive 
anzmia which is usually hyperchromic and megalo- 
cytic throughout; hemorrhages are definitely not 
a feature of the disease. The hemopoietic tissues 
show a megaloblastic hyperplasia strikingly resemb- 
ling that of pernicious anemia; the femoral marrow 
is brick red and histologically shows a hyperplasia 
which may be more intense than that seen in some 
cases of pernicious anemia. The most striking 
feature is the groups of early megaloblasts and 
hemocytoblasts scattered throughout ; normoblasts 
are relatively uncommon, and leucocytes are some- 
times very numerous, sometimes less prominent, as 
in pernicious anemia (see Muir 1933). Biopsy of 
the sternal marrow shows typical megaloblasts in 
all stages of maturity together with varying numbers 
of other cells including hzemocytoblasts, but early 
normoblasts are few. 

In 1936 we gave a full clinical and pathological 
description of the anzemia we called achrestic anemia ; 
we suggested that it was related to pernicious anemia 
and was due to a failure of the bone-marrow to utilise 
the specific anti-pernicious-anemia factor. The name 
was then given to a group of patients all of whom 
had free hydrochloric acid in the gastric juice, but it 
was clear that, if the suggested etiology was correct, 
sooner or later patients might be found with achlor- 
hydria, resistance to parenteral liver therapy, and 
changes in their bone-marrow similar to those of 
pernicious anemia. Such a case is described here 
and similar cases have been reported by Dameshek 
and Valentine (1937). All these patients can be 
included in the group of “ achrestic-type anzmias,” 
and it may be expected that individual variation 
will be found among them. 


Zanaty (1937) recently described a group of cases 
which he classified as achrestic anemia, and from his 
results concluded that achrestic anzmia is an aplastic- 
type anwmia. In support of this he noted that his 
cases showed a macroblastic hyperplasia of the bone- 
marrow which was less cellular than in pernicious 
anzwmia, nucleated red cells being present in small 
groups; the leucopoietic tissue was more or less 
hypoplastic ; aniso- and poikilo-cytosis of the red cells 
were rarely extreme ; the reticulocyte count was higher 
than in pernicious anzwmia, and immature leucocytes 
were occasionally found in the blood films; and 
the van den Bergh reaction was usually negative. 
His patients were younger than is usual for pernicious 
anzmia, they had no nervous complications, and 
they showed a remarkable tendency to hemorrhage. 

According to our (1936) description of achrestic 
anemia the patients have a megaloblastic type of 
hyperplasia of the bone-marrow resembling that of 
pernicious anwmia and equally if not more cellular, 
while as in the latter disease the leucopoietic tissues may 
be hypoplastic or hyperplastic ; occasional immature 
leucocytes may be seen, the degree of anisocytosis of the 
red cells is proportionate to the severity of the anzmia, 
and the reticulocyte count is low so long as intensive 
liver treatment has not been given, as is the case 
in pernicious anemia. The van den Bergh reaction 
in our cases varied from a negative to an indirect 
or direct delayed response. ith regard to age, 
we have seen typical pernicious anemia in a girl 
of 19, while three of our patients with achrestic 
anemia were over 60. It is possible that none of our 
patients survived long enough to show nervous 
changes, and none of our patients ever showed any 
signs of hemorrhages. Zanaty’s cases thus differ in 
many ways from our cases of achrestic anemia ; on 
the other hand, they fit very well the descriptions of 
aplastic-type anwmias given here and by the other 
authors quoted. It seems very probable therefore 
that Zanaty’s patients were actually examples 
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of aplastic-type (pseudo-aplastic or aregenerative) 
anzmias, and consequently his conclusions respecting 
achrestic anzemia cannot be accepted. 


In aleukemic leukemia there is a progressive 
anemia which is occasionally hyperchromic and 
megalocytic for which no obvious cause can be found, 
and there may be hemorrhages. When the sternal 
bone-marrow is examined it is found to be full of 
primitive leucocytes varying according to the type 
of leukemia. At this stage of the disease no signifi- 
cant number of pathological leucocytes is seen in 
the blood films, but they fairly often appear before 
the disease terminates, as it always does, in death. 
The hemopoietic tissues at autopsy show character- 
istic leukemic changes. 


APLASTIC-TYPE ANZZMIA 


CasE 1.—A pattern-card maker, aged 29, attended 
the departmental clinic on July 6th, 1937. For the 
previous two months he had been complaining of 
increasing dyspnoea and palpitation on exertion, pain 
in the chest, and undue fatigue, which he ascribed 
to a blow on the thigh from a cricket-ball some four 
weeks earlier; there was a large bruise which had 
spread widely. Later he had noticed a rash on the 
chest, left arm, and the legs, and with the onset of 
bleeding from the gums his friends had drawn atten- 
tion to his increasing pallor. His appetite had been 
good, and his weight steady. He had been treated 
for a short time with iron, arsenic, and calcium, 
without relief. 

Examination revealed a pale, well-built young man 
without signs of wasting. Pulse 72, regular, and fair 
volume ; teeth good; throat and tonsils normal. 
There were some purpuric spots on the chest and 
left arm, an extensive old extravasation of blood under 
the skin of the right thigh, and a smaller patch on 
the left elbow. The tip of the spleen was just 
palpable ; there were no enlarged lymph glands and 
no other abnormality in the heart, lungs, central 
nervous system, and urine. The blood count was :— 


Red cells .. . 2,440,000 Polymorphs 66% 
White cells 2,200 Lymphocytes 29% 
Hemoglobin 52% Monocytes 475% 
Colour-index 1-02 Eosinophils 0-5% 
Platelets 32,800 


Aniso- and poikilo-cytosis not very severe. Bleeding-time 
(Duke), more than 15 min. ; coagulation time (Howell), 14 min. 
Fragility of red cells within normal range. 


He was admitted to the Manchester Royal Infirmary 
with a diagnosis of aplastic an#mia. The hemorrhages 
became worse, particularly from the nose and the 
mouth, and retinal hemorrhages were seen. Local 
and parenteral administration of a proprietary anti- 
hemorrhagic preparation had no effect, and on 
July 27th his blood count was: red cells, 904,000 ; 
hemoglobin, 20 per cent. ; colour-index, 1-11; white 
cells, 1600; platelets, 21,000. A transfusion (600 
c.cm., group O) was given with a considerable improve- 
ment, and on August 6th he had 1,590,000 red cells 
with colour-index 1-20. Shortly afterwards hemor- 
rhage again became troublesome, a further blood 
transfusion failed to arrest it, and he died on 
August 20th. 

At the autopsy (by Dr. J. Davson) the femoral 
bone-marrow was found to be hyperplastic and 
pinkish-red with some areas of hemorrhage; the 
sternal and vertebral marrow was also red. The 
heart was not enlarged, the myocardium pale and 
firm ; there were numerous subepicardial petechie. 
The lungs were congested and cedematous. The liver 
(1700 g.) appeared fatty, and the free iron reaction 
was marked. The spleen was enlarged (300 g.), showed 
much free iron, and the Malpighian bodies were 
conspicuous. The other organs showed nothing note- 
worthy. On microscopical examination the femoral 
bone-marrow showed some areas of hyperplasia 
occupying an area equal to 3 or 4 fat spaces. The 
cells were mostly neutrophil and eosinophil myelocytes 
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with some polymorphonuclears. There were quite 
large numbers of normoblasts with nuclei containing 
rather dense chromatin ; some had bluish cytoplasm, 
but the majority had red cytoplasm. There were a 
few scattered large primitive cells (hamocytoblasts). 
Megakaryocytes were very few. The lymphocytes 
were for the most part gathered into follicle-like areas. 
The other organs showed no noteworthy changes. 


This case illustrates the occurrence of a normo- 
blastic hyperplasia of the bone-marrow together with 
a typical clinical picture of classical aplastic anzmia. 


ACHRESTIC-TYPE ANAIMIA 


CasE 2.—A former rope-maker, aged 68, was 
admitted to the Manchester Royal Infirmary on 
Dec. 21st, 1936, complaining of weakness of the arms 
and legs, parwsthesi#, anorexia,and loss of weight. 
Seven months previously he had become excessively 
tired after work and a short walk had made him 
very exhausted, while his appetite had been unusually 
poor. Two months later he had begun to be troubled 
by pins-and-needles and numbness of the fingers and, 
to a less extent, of the toes. His grip had become 
progressively weaker so that the right hand was 
practically useless, and later he had noticed dragging 
of the foot. Dyspnoea on exertion had become worse, 
but he had not complained of palpitation or pre- 
cordial pain. There had been some nausea but no 
vomiting ; he had lost 3 st. in weight; the bowels 
had been regular and micturition normal. He had 
been treated with desiccated stomach powder and 
acid for three months, but had felt no better. He 
had never been ill before and in his youth he had 
been very athletic. 

Examination showed a thin, but not cachetic old 
man, noticeably pale. Pulse 70, regular, fair volume ; 
teeth artificial; tongue furred and smooth; throat 
and tonsils not affected. The spleen was not palpable 
and there was no enlargement of the liver and lymph 
glands. The heart appeared to be normal and free 
from murmurs; the blood pressure was 140/85 mm. 
The lungs were normal. Central nervous system : 
arms weak and grip poor, muscle tone poor throughout, 
but no spasticity ; no localised wasting of muscles ; 
reflexes present but diminished; plantar responses 
flexor ; some loss of sensation especially over right 
palm and left sole ; vibration sense present and joint 
sense unaffected. The urine was normal. Fractional 
gastric analysis showed a histamine-fast achlorhydria. 
The blood count was :— 


Red cells «+ 2,008,000 Polymorphs ee 31% 
White cells ae 2,800 Lymphocytes oo £9 
Hb... es ee 54% Monocytes ‘so 3-5 % 
Gil. ee ee 1°35 Eosinophils oe 15% 
Basophils .. ne Nil. 
Myelocytes oe 1% 
Myeloblasts (?) .. 2% 


Nucleated red cells, 4 per 100 white cells ; reticulocytes, 1% 


He was given several courses of liver extracts of 
known full potency, but the blood count remained 
stationary for a time before beginning to fall and 
there was no reticulocyte response. On Jan. 2I1st, 
his blood count was: red cells, 1,680,000; Hb., 
44 per eent.; C.I., 1°29; white cells, 3400; reticulo- 
cytes, 1°2 per cent. Increased doses of liver extract 
were now administered, but after a fortnight the 
count was lower than ever, with a hemoglobin of 
37 per cent. A piece of the sternum was removed 
by a trephine and the marrow studied in sections. 
These showed the marrow to be very cellular; the 
most striking feature was the presence of numerous 
groups of primitive cells which had large pale-staining 
nuclei and scanty dark-blue cytoplasm. Of the 
other cells myelocytes and polymorphonuclears were 
fairly numerous, while the normoblasts were chiefly 
represented by a fair number of “‘ normoblasts C ” 
with black nuclei ; megakaryocytes were also present. 
This picture suggested either an early leukemia or 
a hyperplasia of the red cell series more resembling 


that seen in pernicious an#mia than anything else. 





Accordingly blood transfusions (group AB) were 
given and further parenteral liver, and on Feb. 22nd 
he was temporarily transferred to the out-patient 
clinic, when his blood count was :— 


Red cells .. -» 2,720,000 Polymorphs ow 12% 
White cells aia 2,600 Lymphocytes és 84% 
Hb... ee o« 66% Monocytes ee 3% 
fo = ow 1-2 Myeloblasts (?) .. 1% 
Reticulocytes ul 0-38% 


” 


He was seen at irregular intervals and “ intensive 
treatment with intramuscular liver maintained the 
blood count fairly well for some months. Late in 
November, 1937, he became rapidly worse and he 
was readmitted on Dec. 2nd with a blood count of :— 


Red cells 760,000 Polymorphs 23°25% 
White cells ee 2,800 Lymphocytes 66-25% 
Hb... ae “< 20% Monocytes 7*75% 
O.L.06 ee ee 1-33 Eosinophils oo O8% 
Basophils .. én Nil. 
Myelocytes 125% 


Myeloblasts(?) .. 1% 


Nucleated red cells, 6 per 400 white cells; reticulocytes, 
0-4%. Price-Jones curve showed a mean red cell diameter of 
7°17 4 with microcytosis 2% ; megalocytosis, 3-8%; coefficient 
of variability, 13 %. 


A sternal puncture was performed and showed the 
following percentages of cells :— 


Polymorphs .. co ® Normoblasts oo” 
Lymphocytes .. oe Bf TypeA .. oe TE 
Eosinophils os co 6904 Type B.. on 6 
Basophils és ae «CS TypeC.. -- 30 
Meta myelocytes —.- ae Megaloblasts oo 
Myelocytes ee + 8 TypeaA .. ee ll 
Plasma cells e %@ TypeB.. oe 8 
Monocytes =“ et TypeC .. 90 5 
Heemocytoblasts .. 2-6 


Ratio of red to white cells = 1-5: 1-0 (normal 1: 2 to 1: 9). 


This picture indicated a severe disturbance of 
erythropoiesis of a true megaloblastic type resembling 
pernicious anzmia. He was given a large dose of a 
particularly active intramuscular liver extract but 
without effect, and he died three days later. 

At the autopsy (Dr. Dalton) the femoral bone- 
marrow was found to be hyperplastic and dark red 
in colour; the liver (1700 g.) showed some fatty 
change and gave a decided iron reaction. The spleen 
(220 g.) was soft and dark red. There was marked 
atheroma of the coronary arteries. The mucous 
membrane of the large intestine was darkly pigmented. 
The other organs showed no special changes. On 
microscopical examination the femoral bone-marrow 
was seen to be very hyperplastic; there were many 
large cells with large nuclei with many chromatin 
strands and with dark-staining cytoplasm—these 
cells were in groups and scattered throughout the 


marrow; some typical more mature megaloblasts 
could also be seen. Normoblasts of Type C were 
fairly numerous. Myelocytes and polymorpho- 


nuclears were present in rather small numbers, mega- 
karyocytes were frequent, and the lymphocytes were 
present in follicle-like groups. The picture strikingly 
resembled that seen in pernicious anw#mia. The liver 
showed slight fatty changes and much iron pigment. 
The other organs did not show any unexpected changes. 


This case, then, illustrates a patient with megalo- 
blastic hyperplasia of the bone-marrow, achlorhydria, 
and resistance to parenteral liver treatment—an 
** achrestic-type ’’ anzmia, 


ALEUKZMIC LEUKAIMIA 


Case 3.—A carrier, aged 60, was admitted to the 
Manchester Royal Infirmary on June 22nd, 1937, 
complaining of swellings in the neck, axille, and 
groins. These swellings had first appeared about 
two months before on both sides of the neck, appearing 
later in the other sites; all had become larger. At 
the same time he had felt very weak and ill and 
complained of dyspnoea and excessive fatigue. Three 

















weeks previously he had expectorated a quantity of 
** blood and yellow phlegm ”’ which had been attri- 
buted to the swollen neck glands. His appetite had 
been poor and he had lost weight; the bowels had 
been regular and micturition normal. There had been 
no soreness of the tongue or hemorrhages of any 
sort. 

Examination showed a pale and slightly icteric but 
well-nourished man. Pulse 112, regular, fair volume ; 
there was a slight pyrexia up to 99° F.; teeth 
artificial, except for one upper stump. The gums were 
not swollen or ulcerated, the tongue was dry and 
furred, and the tonsils were rather swollen and 
angry-looking ; the throat showed some swelling of 
the posterior pharyngeal wall and was injected, but 
there was no ulceration. The enlarged lymph glands 
in the neck, under the jaws, and in the axill# and 
groins were soft, elastic, and not fixed. The spleen 
was not palpable nor the liver enlarged. The other 


systems showed nothing of special note. The blood 
count was :— 
Red cells . -» 880,000 Polymorphs oe 48-5% 
White cells .. ee 2,600 Lymphocytes eo 345% 
Hb. .. ee - 21% Monocytes on 9% 
C.Ie .. ° ee 1°25 Eosinophils ee 0-5% 
Myelocytes oe 1% 
* Blast ”’ cells 6-5 % 


Nucleated red cells, 2 per 100 white cells; reticulocytes, 6%. 
Wassermann reaction, negative. Serum contains 0-7 unit of 
bilirubin. 


He was given a parenteral liver extract without 
response and a blood transfusion was given on July 3rd 
with some temporary improvement; both the 
reticulocytes and immature white cells increased in 
numbers. A lymph gland removed for biopsy showed 
infiltration with polymorphonuclear cells and some 
hemorrhagic necrosis. On July 16th the blood count 
was: red cells, 1,128,000; Hb., 25 per cent.; C.L., 
1°12; white cells, 2600, of which 19 per cent. were 
‘blast’? cells; reticulocytes, 2°9 per cent. The 
Price-Jones curve showed a mean red cell diameter 
of 7:14 microns with microcytosis nil, megalocytosis 
2-2 per cent., and coefficient of variability 12°5 per 
cent. A further blood transfusion (600 c.cm. group A) 
was given on July 25th. On the 30th a 
biopsy of the sternal marrow showed the following 
percentages of cells :— 


Polymorphs oe oo B84 Immature monocytes 
Lymphocytes .. a) and blast cells -. 84-4 
Eosinophils oe oe 02 Normoblasts oe OS 
Basophils ee co aL Megaloblasts .. oo BS 
Metamyelocytes 0-4 Histiocytes .. ° 1°6 
Myelocytes 0-8 


This picture indicated a leukemia probably of the 
monocytic type. 

From this time although the anwmia did not 
greatly increase, the proportion of monoblasts steadily 
rose to 40 per cent. The patient became rapidly 
worse and died on August 13th. The diagnosis of 
(aleukeemic) leukemia .was confirmed at the post- 
mortem examination. 


This case illustrates an aleukemic leukemia with 
a hyperchromic anemia; the diagnosis was made 
clear by the sternal biopsy. 


SITE OF ELECTION FOR BONE-MARROW EXAMINATION 


In the diseases under consideration, although the 
differential diagnosis is aided by a consideration of 
the facts obtained by clinical and regular hemato- 
logical examinations, the bone-marrow often provides 
the most useful single piece of information. A com- 
ment on the best sites for examination of the marrow 
is therefore not out of place. During life the best 
site is the sternum which can be examined, repeatedly 
if necessary, by puncture under local anesthesia with 
a wide-bore needle such as that described by Salah 
(1934). At autopsy the best site is the shaft of the 
femur (Custer 1932) except when a generalised aplasia 
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of the marrow is suspected, in which case ribs, 
vertebre, and sternum should also be examined. 
The tibia is unsuitable either for biopsy or autopsy 
since it may be aplastic when the femur and sternum 
show hyperplasia, and Custer and Ahlfeldt (1932) 
have shown, as we have noted, that the tibial marrow 
shows the slowest response to stimuli such as anemia. 

Both these sites of election have their peculiar 
advantages and disadvantages. From the sternum 
a mixture of blood and marrow is obtained ; the 
material is best examined in stained smears and gives 
valuable information about the types of cells present 
and the relative proportion of the different varieties 
for which figures for normal marrow are now available 
(Nordenson 1935, Young and Osgood 1935). How- 
ever, no quantitative estimation of the cellularity of 
the marrow is permissible, and failure to obtain 
marrow cells cannot be taken as evidence of marrow 
aplasia unless repeatedly examined. The femoral 
bone-marrow is best studied in sections since smears 
from autopsy material are rarely satisfactory. The 
gross appearance gives some indication of the presence 
of hyperplasia, but the sections, especially when taken 
from two or three parts, give valuable information 
on this point. The histological pictures presented 
by aplastic and aleukemic leukemia-type disease 
are quite characteristic. The achrestic-type anemias 
present a histological picture similar to that of 
pernicious anemia, the characteristic appearances 
of which are equally distinctive, and, along with 
the preceding types, have been well described by 
Turnbull (1936) and others. The differentiation of 
early megaloblasts from early normoblasts (or macro- 
blasts) is difficult in this material, and diagnosis of 
the different types depends on the proportion and 
variety of the other cells present and the degree of 
hyperplasia. 

TREATMENT 


In aleukzmic leukemia no form of treatment will 
arrest the course of the disease. The aplastic-type 
anemia is best treated by repeated transfusions, 
and iron and liver may also be given. The prognosis, 
especially in the type in which some marrow hyper- 
plasia is present, is not entirely hopeless in the younger 
patients provided there are no hemorrhages, and 
consequently one should persevere. The achrestic- 
type patient may, in the early stages, show a response 
to anti-pernicious-anemia therapy in large doses, but 
this is liable to become steadily less effective, so that 
ultimately transfusions become necessary. 


SUMMARY 


1. Examples are given of patients suffering from 
hyperchromic anwmias which were resistant to 
treatment. 

2. Such patients can” mostly be classified into 
three groups—(1) aplastic-type anzemias ; (2) achrestic- 
type anzemias; and (3) aleukemic leukemia. 

3. The aplastic-type cases often show some 
hyperplasia in the femoral bone-marrow and sternal 
biopsy may show normoblasts (macroblasts). In the 
achrestic type the marrow shows intense hyperplasia 
of the femoral bone-marrow with a histological picture 
resembling that of pernicious anemia, and on sternal 
biopsy typical early megaloblasts are found. The 
aleukemic leukemia patients present the typical 
changes of leukemia in the femoral marrow and on 
sternal biopsy. 

4. No treatment is effective in aleukzwemic leukemia; 
the aplastic and achrestic types of anemia require 
iron and liver and blood transfusion. 


(References at foot of next page) 
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OPERATIVE CHOLANGIOGRAPHY 
ITS CONTRIBUTION TO THE 
PHYSIO-PATHOLOGY OF THE COMMON 
BILE-DUCT 


By P. L. Mrrizz1, M.D., F.A.C.S. 


PROFESSOR OF SURGERY OF THE MEDICAL FACULTY OF 
CORDOBA, ARGENTINE 





Since 1931 all my gall-stone cases treated surgically 
have been subjected during the operation to operative 
cholangiography, an anatomico-functional study of 
the common bile-duct. About 3 c.cm. of lipiodol is 
injected through the cystic duct or the gall-bladder, or 
by direct puncture of the common bile-duct. The 
results of the first three series—which total 300 cases, 
not including re-operation—have already been pub- 
lished, special consideration having been given to 
statistics and immediate results. 

The fourth series, consisting of 100 patients— 
90 operated upon for the first time and 10 second 
operations—has taught us some new facts as well 
as convincing us of the effective aid given by the 
method, 

Of these 100 patients, 73 were aged 30-50; 86 were 
women and only 14 men; obesity was present in 
44, jaundice in 17. Spinal anesthesia with percaine 
was used in 88 of the cases, and local and splanchnic 
anesthesia in the rest, 


Primary cases,—The first group of 90 patients had 
the following gall-bladder lesions :— 


Cases. 

Subacute cholecystitis ee ee oo ee 2 
Chronic calculeus cholecystitis ‘ -- 50 
Sclero-atrophic cholecystitis without stones o« 8 
Calculous sclero-atrophic cholecystitis ee eo 15 
Hydrops ee oe ee eo eo eo 10 
Calculous empyema .. eo ee ee oe 5 

Total ee ee oe eo 8 


Cholecystectomy was performed in the non- 
complicated cases. In advanced sclero-atrophic 
cholecystitis and calculous empyema the mucosa was 
electrocoagulated according to Pribram-Thorek’s 
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technique. The lesions of the common bile-duct 
are distributed as follows :— 
Per cent. 
Duct free from obstruction. . eo oe oe S&S 
Spastic sphincteritis (dyskinesia) 
Sphincteritis (“ odditis ’’) 
Stenosing pancreatitis e ° 
Lithiasis of common duct, often multiple | 
Lithiasis of hepatic duct and branches 
Lithiasis of common duct and sphincteritis 
Lithiasis of common duct and venared apn 
creatitis 
Lithiasis of common duct, stenosing pancreatitis, 
and hydrops of bile-ducts 


Siw 2 Oe wh om 


Total 


Closure without drainage was effected on all 
patients with a normal evacuation of the common 
bile-duct (55), and Kehr’s drainage, choledocho- 
duodenostomy, or cystico-duodenostomy was per- 
formed on the remaining cases, according to the 
lesions. One must admit that the fourth series has 
been lucky, since the operative mortality is nil and 
the immediate complications arising from the opera- 
tion are very limited—2 with congestions of the base 
of the right lung, which resolved, 1 with phlegmasia 
alba dolens, and 1 with diplopia possibly caused by 
the spinal anesthesia. Beyond a doubt operative 
cholangiography has contributed to these results in 
allowing a thorough anatomico-functional study 
of the common bile-duct, reducing the operative 
explorations to a minimum, and limiting the explora- 
tions on the common bile-duct (choledochotomy) 
to those cases in which it was definitely indicated. 
It must also be considered that in one of the 24 
cases of gall-stones of the common bile-duct the 
stones were located in the hepatic duct and its 
branches, the diagnosis being made by the method. 

Re-operation.—In 5 of the second group of 10 
patients (with re-operation) the previous operation 
had been performed elsewhere. In 3 gall-stones 
were present, possibly missed in the first operation. 
Initially 2 had had cholecystectomy; 1 had had an 
operation for adhesions, another one for stenosing 
pancreatitis, and the remaining 3 for sphincteritis. 
All these patients had complained of painful attacks 
immediately after the first operation, with all the 
characteristics of hepatic colic, often accompanied 
by jaundice and fever, 


PAINFUL SEQUELZ OF CHOLECYSTECTOMY 


In my opinion, based on a systematic study of 
400 cases of gall-bladder disease, the majority of 
painful symptoms after cholecystectomy can be 
attributed to the distension of the biliary system, 
caused by a functional or anatomical obstruction of 
the lower third of the common bile-duct, overlooked 
in the first operation. 

Indeed, cholecystitis in general has for years a 
hidden evolution which is interrupted from time 
to time by painful crises that later become con- 
tinuous owing to mechanical obstruction or infection 
of the common bile-duct. During this long period 
of evolution, the main duct has suffered in con- 
sequence of the functional reflex disturbances of the 
sphincter of Oddi or incomplete stricture of the distal 
third of the common bile-duct, caused by sphincteritis 
or pancreatitis. As a result of systematic study, 


I have come to the conclusion that from a strictly 
anatomical point of view there is no such thing as a 
normal bile-duct, with cholecystitis, even when this is 
in its early stages—the disease, strictly speaking, affects 
all the biliary system. And that is the reason why 
among cases with initial gall-bladder lesions I have 
never found a common bile-duct of a normal diameter. 
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FIG. 1. 


through the duodenal papille (P). 


Cholecystitis is connected from the very beginning 
with functional disorders of the duct, reflected 
anatomically in its dilatation, and with a resistance, 
more or less, of the sphincter of Oddi. 

It must be admitted that there is not a strict 
parallelism between the anatomico-pathological lesions 
of the gall-bladder and those of the bile-duct. 
Undoubtedly the anatomical lesions of the gall- 
bladder advance so rapidly that they attract our 
attention almost entirely ; but we must bear in mind 
that at the same time there is often a slowly developing 
obstructive lesion in the distal end. By means of 
operative cholangiography it has been possible to 
prove the presence of previously unknown lesions 
that had not been taken into consideration, and which 
are often the origin of the painful attacks after 
cholecystectomy. 

Some patients, from whom the gall-bladder was 
removed and the abdominal wall closed without 
drainage, have returned complaining of painful 
attacks beginning immediately after the operation. 
The symptoms are similar to those called hepatic 


colic. Examination of the radiograms obtained 
during the operation demonstrates conclusively 
a sluggish evacuation of the common bile-duct, 


due to a certain degree of resistance of the sphincter 
of Oddi. The duct is long, flexuous, and somewhat 
dilated, and its end has a pencil-point appearance 
(incipient sphincteritis). It is logical to infer that 
in those patients with an excretory system that is not 
adaptable, the suppression of a not much altered 
gall-bladder will not make the painful attacks dis- 
appear, but on the contrary may increase them. 
These facts prove that it is the bile retention that is 
the main cause of the attacks before and after 
cholecystectomy. This explains the improvement 
felt after medical drainage of the bile-duct or 
the recurrence observed when such patients are 


given a cholagogue or any substance provoking 
spasm of the sphincter of Oddi (Walters et al. 1936, 
Doubillet and Colp 1937). 





OPERATIVE CHOLANGIOGRAPHY 


-Operative cholangiography.—The cystic stump (Cis) and the choledochus (C) are dilated. 
dilated, presents a spasm in the place indicated by the arrow. 
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The hepatic duct (H), also 
A small amount of lipiodol has fallen into the duodenum 


This statement is also supported by the dilatation 
of the stump of the cystic duct, observed in certain 
re-operated cases after cholecystectomy. 


FILLING OF THE GALL-BLADDER 
In this series, as has already been noted, there are 
among the 10 re-operations 3 cases of sphincteritis 
and 1 of stenosing pancreatitis. 


In the former group there is an instructive case 
in a woman whose gall-bladder with gall-stones was 
removed three years ago. A few days after leaving 
the hospital she suffered painful attacks similar to 
the previous ones; they were repeated, sometimes 
accompanied by fever and jaundice, even after 
her admission to hospital. An operation was decided 
on, and a dilatation of the stump of the cystic duct, 
of the size of the ball of the little finger, was found. 
Lipiodol was injected previous to puncture, and it 
was observed in the radiogram (Fig. 1) that the 
biliary system was dilated and the papilla of Vater 
would allow the passage of only a few drops; the 
stump of the cystic duct was remarkably dilated. 
Afterwards the stump was anastomosed to the 
duodenum. Before repeating the radiography the 
precaution was taken of constricting the beginning 
of the cystic duct with a loop of catgut, which 
was released immediately afterwards (Fig. 2). 
Thus it was possible to verify that all the lipiodol 
retained in the bile-duct drained easily into the 
duodenum through the anastomosis. These facts 
are an evident proof of the real resistance of the 
sphincter of Oddi, and that the common duct in 
the presence of a resistance in its terminal portion— 
due to pancreatitis or odditis—may empty its contents 
through the cystic duct by means of an active anti- 
peristaltic movement. The study of the evacuation 
was continued until the fourth day (Fig. 3) and it 
was observed that the shadow of lipiodol rose gradually 
until it was evacuated completely through the 
anastomosis at the end of the fourth day. 


According to the classical text-books on physiology 
the gall-bladder fills passively in the intervals of 
digestion, owing to a temporary closing of the 
sphincter of Oddi. The gall tract, when it reaches 
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FIG. 2.—-Operative cholangiography.—Radiogram obtained ten minutes after the anastomosis. The hepatic duct (H) with two 


spasms and the choledochus (C) empty their contents through the anastomosis (An) into the duodenum (Du). The 
Wirsung duct (W) is visualised. 


its maximum capacity, passes its contents, again 
passively, into the gall-bladder. Chiray and Pavel 
(1928) based on the experience of Mann, with Bengal 
rose, postulate the active and direct intervention 


of the slender bile branches and the hepato-cystic 
lymphatics in the filling of the gall-bladder. 

Where investigated by operative cholangiography 
the process appears entirely different. Radiographic 
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FIG. 3.—Evacuation of lipiodal through the anastomosis during four days after operation. An. = anastomosis. 
Du. = duodenum. C.= cystic duct. P.= papilla. 
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studies immediately after the operation prove that 
when there is an incomplete obstruction caused 
by a spasm, sphincteritis, or pancreatitis, the biliary 
tree empties the remains of the lipiodol actively 
through the cystico-duodenostomy. From the ob- 
servations recorded above, and from others already 
published (Mirizzi 1936a and b), emerges a fact of 
great interest concerning the physiology of the gall- 
bladder—its filling far from being passive, is an 
active phenomenon. Papers published by Imanaga 
and others (1937) seem to substantiate this statement. 

Authors who have dealt with the physiology of the 
sphincters of the biliary tree limit themselves to the 
papilla of Vater and the neck of the gall-bladder; 
these two points seem to control the outlet and inlet 
of the bile in normal cases. No one however 
mentions the contraction of the hepatic duct. Accord- 
ing to my observations in the great number of cases 
that I have studied, principally when there is some 
resistance to evacuation in the common duct at 
Oddi’s sphincter, the lipiodol is ejected by a contrac- 
tion of the hepatic duct, which appears as a thread- 
liké stricture or is otherwise considerably reduced 
in diameter. This spasm of the hepatic duct is 
probably due to an exaggeration of a normal process ; 
in the intervals of digestion, when the sphincter of 
Oddi is closed, it is reasonable to suppose that by an 
active contraction the common duct causes the bile 
to ascend ; the movement is limited by the contrac- 
tion of the hepatic duct, and the bile is forced into 
the gall-bladder, where it is stored and concentrated. 
The facts established allow us to suppose that if the 
hepatic duct does not actually contain an anatomical 
sphincter, it acts as one from a physiological point 
of view. 
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ADENOID EPITHELIAL TUMOUR OF 
THE SUBMAXILLARY GLAND 
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EPITHELIAL tumours of the salivary glands are 
not uncommon; but often they show such archi- 
tectural and cytological variations both in the 
parenchyma and stroma as to leave one in doubt as 
to their true oncogenesis. The following case of a 
tumour of the submaxillary region that had not 
recurred, five years after removal, is considered of 
interest on account of the complexity of its cyto- 
architecture and its extra-salivary position near the 
submaxillary gland. 

CASE REPORT 

A Hindu woman aged 35 was admitted on Nov. 28th, 
1932, into the hospital under one of us (M. G. K.) 
for the treatment of a painless swelling the size of 
a golf ball in the right submaxillary region which 


ADENOID EPITHELIAL TUMOUR 








[avovsr 13, 1938 369 


had hunt deny ‘dutes the last ten years. On 
examination the swelling was nodular, oval, freely 
movable on the deeper tissues, and not adherent to 
the overlying skin. The tumour was removed with 
the enlarged submaxillary gland on Nov. 29th. There 
has been no recurrence up to the time of writing 
(Fig. 1). 

Pathology—The tumour was about 3 cm. in 
diameter, globular in shape, firm, encapsulated, and 
slightly bossed on 
the surface. It was 
separate from the 
submaxillary gland, 
being attached to it 
only by loose fibrous 
adhesions. The cut 
surface was greyish- 
yellow, finely lobu- 
lated, with delicate 
fibrous trabecule 
radiating between 
the lobules from 
a fibrotic central 
area. A few small 
cysts were visible, 
more particularly 
near the periphery. 
Microscopically the 
tumour is _ highly 
cellular; the type 
cell is a_ discrete 
polygonal or flattened 
epithelial cell 
becoming cubical or 
cylindrical, where 
they line a lumen. 
The nucleus is deeply 
staining and vesicular 
and the cytoplasm scanty without either inter- 
cellular prickles or fibrils. The cyto-architecture 
varies in different parts of the tumour. Generally 
the epithelial cells are arranged in compact sheets— 
particularly at the growing edge near the capsule— 
and in branching solid columns or cords. In places 
the solid columns form wide duct-like lumens lined 
by a double layer of epithelium—inner cubical and 
outer flattened—containing deeply staining hyaline 
plugs, in which the outlines of the swollen epithelium 
undergoing this change could sometimes be made out. 
Elsewhere, squamous epithelial pearls with or without 
keratinisation and small cystic spaces filled with 
keratotic material and lined by stratified flattened 
epithelium are seen. The scanty stroma between the 
epithelial masses is of the loose embryonal muco- 
cellular type containing occasional elastic fibres. 
A few scattered lobules of fat are present. Silver 
impregnation reveals a network of capillaries with 
a dense framework of reticulin fibrils on their walls, 
lying in the thin connective tissue septa which form 
the stroma between the epithelial masses and the glan- 
dular structures (Fig. 2). An area of mucoid change 
resembling pseudocartilage is seen to be continuous 
at the margins with the adjoining stroma. In reticulin 
preparations strands of poorly impregnated argyrophil 
fibrils extend into the mucohyaline substance for 
a short distance; the central part of this is homo- 
geneous and stains faintly, with only a few degenerate 
hyaline epithelial cells, giving rise to an appearance 
suggesting hyaline cartilage. 





FIG, 


1.—Condition five years 
after operation. 


NATURE AND CLASSIFICATION 


There is general agreement as to the epithelial 
nature of the parenchyma of the so-called mixed 
tumours of the salivary glands, and consideration of 
the older views deriving it from endothelial cells or 
from pluripotential embryonal cells is unnecessary. 
According to the embryonal layer contributing the 
epithelial elements in such tumours, they may be 
either entodermal or ectodermal in origin. The 
former include the various forms of adenolymphomas 
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of the mandibular region and nasopharynx referred 
to by Carmichael and others (1935), in which the 
typical epithelial cell is tall columnar and the stroma 
is formed by lymphoid tissue. The peculiar type of 
stroma in this group of tumours is probably deter- 
mined by the special ontogenetic characteristics of 
the neoplastic epithelium. During normal develop- 
ment the embryonal entodermal epithelial down- 





FIG. 2.—-Low-power photomicrograph of the stroma of an 
adenomatous area showing (a) a network of capillaries and 
(b) fine trabecule containing vessels, both rich in argento- 

hilic reticular fibres. (Frozen sections stained by Foot and 
Menard’s silver impregnation technique.) 


growths from the second and third clefts (tonsil and 
thymus) provoke a lymphopoietic response in the 
underlying mesodermic stroma, and the presence of 
lymphoid tissue in the stroma of these tumours 
probably represents a recapitulation of the normal 
ontogenic process. 

The ectodermal group of tumours comprise the 
cartilage containing mixed tumours, adenoid epithe- 
liomas, adenoid cystic epitheliomas, cylindromas, and 
hard adenochondromas occurring in the region of the 
salivary glands. 

PATHOGENESIS 


Parenchyma.—The genesis of the cyto-architectural 
variations in this group of tumours is analogous 
to that of the other forms of epithelial tumours 
of the skin. Normally the skin plate of Remak 
differentiates itself upwards towards the surface into 
basal epidermal cells, prickle and flattened cells 
capable of undergoing hyaline and keratotic changes 
and downwards into sweat glands and hair follicles. 
The presence of squamous epithelial pearls, 
keratinised masses, and sheets and columns of basal 
epithelium side by side with adenomatous tubular, 
acinar, cystic, or papilliferous structures in these 
tumours appears to be only a recapitulation of the 
various forms of differentiation which the normal 
basal epithelial layer or the skin plate of Remak is 
eapable of during development. Cysts formed by 
degeneration of areas of connective tissue stroma 
and arterial walls surrounded by epithelium have 
also been described in skin tumours by Goyle and 
others (1936). The disorderly arrangement of epi- 
thelial elements in the salivary gland tumours may 
be regarded as the result of the altered environment of 
an enclaved epithelial rest undergoing neoplasia, 
deep in the tissues instead of in the usual superficial 





situation. While it cannot be denied that some of the 
salivary tumours, especially those unencapsulated 
and continuous with the salivary gland substance 
(Fry 1927), may arise from the epithelium of the 
mature gland or its ducts, in the majority of the 
cases however, the extrasalivary situation, complete 
encapsulation, occurrence sometimes in the vicinity 
of a salivary gland of entodermal origin (the sub- 
maxillary) as in the case under report, the variety 
of differentiation displayed by the neoplastic 
epithelium, and the embryonal character of the muco- 
cellular stroma, all suggest their origin from enclaved 
embryonal ectodermal downgrowths (Driver 1936). 


Stroma.—The exact nature of the stroma has also 
been the subject of dispute. Fry (1927) and others 
have derived it by fibrillation from the epithelial 
cells of the tumour. Hinsberg (1899), Wilms (1902), 
Landsteiner (1901), and several others, however, derive 
the stroma from mesoblastic inclusions of the con- 
nective tissue of the mandibular arch accompanying 
early buccal invaginations. Mallory (1925), doubting an 
origin from a combination of ectoderm and mesoderm, 
suggested derivation from either one or other of these 
layers or from a pluripotential cell rest. In these 
tumours the stroma has a resemblance to the 
embryonal subcutaneous connective tissue which is 
mucoid before the fifth month of development. 
Silver impregnation reveals a network of capillaries 
with a framework of branching reticulin fibrils not 
shown by the ordinary methods of staining. This 
and the presence in the tumour of areas of adipose, 
fibrillary, and hyaline connective tissue preclude an 
epithelial origin of the stroma. Further, such a 
derivation finds no parallel in normal ontogenesis. 
In the circumstances Neely’s (1937) conception of 
this group of tumours as organomata arising from 
enclaved portions of embryonal skin consisting 
of a complex of epithelial and mesenchymal elements 
appears justified. 


Pseudocartilage.—The more recent writers are 
sceptical regarding the occurrence of true cartilage 
in the stroma of these tumours. Fry considers 
this pseudocartilage to be the result of a degenerative 
biochemical transformation of the stroma with 
transition in other places to fibrillary collagen, mucin, 
or hyaline. This is borne out by the fact that not 
only are these masses of pseudocartilage lacking in 
perichondrium, but that they are also continuous 
with the surrounding stroma from which capillaries 
and reticulin fibrils can be seen to extend for a short 
distance into them. The occasional presence of 
true chondroblasts and adult cartilage cells in mixed 
tumours of the parotid and lacrymal gland cannot 
however be denied. In the circumstances it is safer 
to conclude that while the cells of the embryonal 
type of mesodermal stroma of these tumours may 
differentiate into any of the usual forms of connective 
tissue, the hyaline masses of pseudocartilage observed 
in the majority of the cases are the result of a 
degenerative muco-hyaline change. In any case a 
branchial origin of mixed tumours based merely 
on the presence of the so-called hyaline cartilage 
(Cohnheim) appears unjustified. 


Malignancy.— Usually the epithelial tumours of the 
salivary glands are slow growing, and do not recur 
after removal. Occasionally, however, imperfect 
encapsulation, recurrence after removal, and malignant 
transformation with infiltration and metastasis may 
occur, as in the case recently reported by Fitzwilliams 
(1935). The determination of malignancy in these 
tumours by their softness, cellularity of the 
parenchyma, and scantiness of the stroma which is 
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also deficient in pseudocartilage or formed connective 
tissue is probably unreliable, and it seems that 
recurrences and the onset of features of malignancy 
are more likely in imperfectly encapsulated and 
incompletely removed tumours than in fully encap- 
sulated ones removed early. In the patient reported 
here, who remained free from recurrence after five 
years, the tumour was highly cellular and poor in 
stroma, though it was completely encapsulated 
and was excised in its entirety. 


SUMMARY 


1. A case is reported of an encapsulated adenoid 
epitheliomatous mixed tumour adjoining the sub- 
maxillary gland with no recurrence nearly five years 
after removal. 


2. The cyto-architecture of parenchyma and stroma 
is described in detail and the presence of reticulin 
fibrils in the latter support the view that it is of 
mesodermic origin, resembling embryonal connective 
tissue, with its power of differentiation into the 
various types of more mature connective tissue found 
in different parts of the tumour. 


3. The presence of a network of capillary channels 
outlined by argentophilic branching reticular fibres, 
in the stroma between the epithelial masses and 
structures, is demonstrated by the silver impregnation 
method in frozen sections. 


4. The origin and nature of the tumour is briefly 
discussed. 
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LUMBAR PUNCTURE IN OUT-PATIENTS 


By Davip Erskine, M.D. Lond., D.P.H. 
AND 
A. G. Jounson, M.R.C.S. Eng. 


MEDICAL OFFICERS IN THE VENEREAL DISEASES DEPARTMENT 
AT GUY’S HOSPITAL, LONDON 


In an attempt to minimise the unpleasant symp- 
toms that sometimes follow lumbar puncture, small- 
bore needles have been introduced for use in collecting 
specimens of cerebro-spinal fluid (C.S.F.). To be 
satisfactory such a needle must be thin, rigid, and 
strong. 


Allen in 1934 reported 116 successful punctures 
with the Dattner (1933) needle, but the advantages 
of the new procedure do not appear to be generally 
known. Hence we think it well to record the encour- 
aging results we have obtained with Harrison’s 
(1937) modification of the Dattner needle in routine 
examination of cases in the venereal diseases depart- 
ment at Guy’s Hospital during the past nine months. 
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The patients were all males and the examinations 
comprised :— 


1. Tests to exclude non-apparent syphilis. 

2. Final tests after full treatment of syphilis. 

3. Diagnostic tests in cases of suspected syphilis 
of the nervous system or in the presence of systemic 
infection. 

4. Prognostic tests in cases of established syphilis 
of the nervous system. 


The results have also been divided into 118 successful 
cases and 9 failures of technique. An attempt has 
thus been made to assess the value of this method of 
lumbar puncture. 

Examination of the C.S.F. is required in every case 
of syphilis; it may be performed either before 
treatment or during the period of observation after 
treatment, or both. In the past, however, the symp- 
toms arising after lumbar puncture with a wide-bore 
needle of the Barker type (Torbert 1934) made it neces- 
sary that patients undergoing this type of examination 
be admitted to the ward for twenty-four hours, and 
difficulties of employment or of secrecy consequently 
prevented many of our patients undergoing this 
necessary test. With the new technique almost every 
case can be submitted to lumbar puncture without 
inconvenience. A few unsuspected infections of the 
nervous system have been found and some non- 
active cases of tabes have avoided unnecessary 
treatment. 


TECHNIQUE 


The Dattner needle consists of an outer needle of 








moderate bore (20) and a fine inner needle (25) 
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carrying a stylet. The inner needle is provided with a 
bevel on the shaft by means of which half an inch of 
forward movement beyond the point of the larger 
needle is possible ; the points of the two needles are 
superimposed when the control pin is at the with- 
drawn end of the bevel. By unscrewing the bevel 
control pin it is possible to remove the inner needle 
completely. 


The operations were -performed with the patients 
lying on the left side with the knees drawn well up 
and the head and neck bent well forward, special 
care being taken to get the left shoulder as near to the 
knees as possible. No local anwsthetic is necessary 
as pain is felt only on piercing the skin. 

The skin of the lumbar region was cleansed and the 
crests of the ilia marked with iodine. The Dattner 
needle (with the inner needle ‘‘ back ’’ on the bevel) 
was inserted in the midline between the fourth and 
fifth lumbar vertebre and advanced at right angles 
to the long and transverse axes of the patient. After 
two to three inches had been traversed the resistance 
of the fibrous posterior ligament (ligamentum flavum) 
was felt and at this stage the bevel control was 
loosened and the fine inner needle was advanced 


to perforate the ligament and enter the spinal theca. 
The stylet was withdrawn, a small glass syringe was 
attached to the needle, and 4 c.cm. of C.S.F. was 
removed. 
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If doubt exists as to the arrival of the large needle 
at the posterior ligament, it is wise to stop and 
advance the fine needle experimentally. If fluid 
is not obtained, the fine needle may be withdrawn 
and the large needle can then be pushed forward 
a further quarter of an inch before the fine needle 
is again advanced. In this way it is possible to feel 
one’s way into the spinal canal in difficult cases, and 
accidental perforation of the theca with the large 
needle can be avoided. 

After collection of the fluid the fine needle was 
withdrawn the length of the bevel and an attempt made 
with the syringe to withdraw more fluid at this stage, 
in this way demonstrating that the large needle has 
not perforated the theca. Should there be a failure 
of technique, the patient is kept flat for twenty-four 
hours, for the usual post-lumbar-puncture symptoms 
will probably develop. Even when this precaution is 
not taken the symptoms are usually less severe 
than those found in ambulant patients after puncture 
with the old-type single needle, possibly because 
even the larger outer needle is of smaller bore than 
the types hitherto used for lumbat puncture. 


When the operation has been successful the patient 
may return to work after ten minutes’ rest, and it is 
most unlikely that any unpleasant symptoms will 
occur, 

RESULTS 


During the past nine months 131 lumbar punctures 
have been performed on out-patients using the 
Harrison modification of the Dattner needle. The 
above technique was successful in 118, and symptoms 
developed in only 4, despite the fact that patients 
were never detained in hospital for more than twenty 
minutes after the procedure. In 9 cases the method 
failed, and 8 of these patients complained of stiff 
neck, headache, nausea, giddiness, or vomiting, in 


TABLE I—THE INCIDENCE OF SYMPTOMS AFTER USE OF 
THE DATTNER NEEDLE IN OUT-PATIENTS 








Failure of technique 
Successful resulting in perforation 
technique. of the theca with the 
Messen ode outer wide-bore needle. 
for test. . : ? 
jens Symp-]| Nosymp- Symp- 
toms toms toms. toms. 
To exclude ) ee ’ ° ’ af 
syphilis. logical. 0 0 0 0 
ot! na . “ 
After full f ae “ . . " 
treatment. } logical 0 0 0 0 
Diagnostic ee or 
in syphilis, | Normal.| 25 a . ° 
“sr J logical 5 0 0 1 
Prognostic | } 
in estab- Normal 15 0 0 0 
lished ’ | Patho- 
C.NS. logical 7 0 0 0 
cases 
Total se 114 1 1 8 





C N.S. = central nervous system. 


varying degrees. In the remaining 4 cases the opera- 
tion was unsuccessful owing to difficulties with the 
patient or the operator, and no fluid was obtained. 
Allen (1934) stated that the Dattner needle gave 
somewhat low cell counts in the C.S.F. which was 
collected, on account of the unpolished inner surface 
of the fine inner needle. Considering that the fluid is 
withdrawn by the suction of a syringe, whereas in 
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the older method the fluid drains out, this possible 
objection seemed unlikely to us. Accordingly, one 
of us performed a series of cell counts on C.S.F. 
obtained by the old method. The specimens of each 
fluid were next drawn through the Dattner needle 


TaBLe II—a COMPARISON OF CELL COUNTS IN C.S.F. 
COLLECTED THROUGH (@) BARKER NEEDLE, AND (b) 
SUBSEQUENTLY DRAWN THROUGH A DATTNER NEEDLE 

















Sample. Count. () Baer Count. @) Sane 

“4 é 1 49 cells. 1 54 cells. 
2 53 ” 2 52 ” 
Average 51 ” Average 53 ” 
2 1 157» 1 151» 
2 154 » 2 153 ” 
Average 155°5 » Average 152 ” 
3 1 49» 1 42» 
2 43 ” 2 42 ” 
Average 46 ” Average 42 ” 

4 1 1 cell. 1 1 cell. 
2 2 cells. 2 0 ” 
Average 1°5 » Average 0-5 » 

5 1 3.2% 1 4 cells. 
2 2 ” 2 3 ” 
Average 2 ” Average 3°5 » 


A count was made on Sample 2 after a specimen had been 
drawn twenty times through the Dattner needle. Even then 
no alteration was found, for 151 cells were counted. 


and the cells were again counted. Four specimens of 
each fluid were counted and there appeared to be no 
appreciable alteration. 


DISCUSSION 


We do not propose to discuss the cause of the 
symptoms seen after lumbar puncture, but we would 
like to make certain relevant observations. The 
amount of C.S.F. withdrawn (4 c.cm.) has been 
almost the same in all the cases,* whether successful 
or unsuccessful in technique and whether symptoms 
developed or not. Hence the symptoms evidently 
do not depend on the volume of fluid withdrawn at 
the operation. 

When the fine needle alone perforated the theca, 
post-operative symptoms developed in only 4 of 
118 patients; whereas when our technique was at 
fault 8 of the 9 patients suffered from varying degrees 
of the post-lumbar-puncture syndrome. An aseptic 
meningitis, or the escape of fluid through the puncture 
hole in the theca, may thus explain the syndrome. 
The theca will suffer less trauma with a fine needle 
than with a larger one and this might support the 
former hypothesis. Similarly a very minute hole is 
made with the inner Dattner needle and the fibrous 
posterior ligament would surely seal it rapidly. The 
larger needles might leave a hole big enough to 
permit leakage. If the latter is the explanation, it is 
difficult to correlate the relative rarity of surgical 
emphysema after pneumothorax with the very large 
size of the needles commonly used for that 
procedure. 

The advantages of lumbar puncture with the 
Dattner needle are not widely known, and this, 
together with the impression that the cell count 
is unreliable and pressure readings difficult to obtain, 
may account for its restricted use. It is our opinion 
that there is no appreciable change in the cell count 
when the fluid is obtained by this technique. Although 
the manometer tube may take fifteen minutes to fill, 


* This quantity has sufficed for the Wassermann, Lange, and 
Pandy tests and for protein estimation and cell count? 
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it is possible to take pressure readings of the C.S.F. 
when the Dattner needle is used. On the occasions 
when an estimation of the pressure will be of assist- 
ance in the diagnosis, the patient will probably be 
already confined to bed, and there will be less 
objection to the use of the older type of needle. 
We suggest that the Dattner needle has proved its 
value in the routine examination of the C.S.F. of 
out-patients and that it might with advantage be 
used also in many lumbar punctures performed on 
in-patients and for intrathecal medication and spinal 
anzesthesia. 





SUMMARY 


The technique of lumbar puncture with a fine- 
bore needle is described. All the patients returned to 
work immediately after the lumbar puncture. 

Only 4 of the 118 successful operations were 
followed by symptoms, and these were all mild. 


= _ CLINICAL AND LABORATORY NOTES 


GONOCOCCAL OPHTHALMIA 


TREATED WITH 2-(p-AMINOBENZENESULPHONAMIDO) 
PYRIDINE 


By ALEXANDER M. Micuig, M.B. Aberd., D.P.H. 


SENIOR RESIDENT MEDICAL OFFICER, CITY HOSPITAL, 
ABERDEEN ; AND 


Maurice H. Wesster, M.B. Aberd., D.P.H. 


RESIDENT MEDICAL OFFICER AT THE HOSPITAL 


We wish to record the results of chemotherapy 
in two recent cases of gonococcal ophthalmia. 


CasE 1.—An infant, aged 6 days, was admitted 
to the City Hospital, Aberdeen, on May 27th with 
a history of a profuse purulent, typically yellowish 
discharge from the right eye of 2 days’ duration. 
There was a fair degree of chemosis and much cedema 
of both eyelids, but the cornea was clear. A purulent 
discharge from the left eye was evident on the follow- 
ing day, despite the application of the usual protective 
pad. Smears from right and left eyes showed numerous 
pus cells and gonococci. The treatment adopted was 
half-hourly lavage with boric acid solution to both 
eyes during the day and hourly lavage during the 
night. Silver nitrate solution (gr. 10 to the ounce) 
painted once daily to lids. One per cent. atropine 
(2 drops) was instilled into both eyes thrice daily and 
boric acid ointment was applied to the lids to prevent 
sticking, and to allow easy evacuation of pus. On 
June 12th, despite the above treatment, there was 
still a thick purulent discharge from both eyes with 
much cedema of the eyelids, and next day, in view 
of the encouraging reports in the treatment of gono- 
coccal urethritis, it was decided to try M. & B. 693 
tablets. The dose was 0°25 g. twice a day, powdered 
and administered orally in two of the feeds. By 
June 15th a dramatic change had taken place, the 
discharge had ceased, and the cedema of the eyelids 
had practically subsided. All that remained was a 
velvet appearance of the conjunctiva. Smears and 
swabs taken for culture on June 16th failed to show 
the presence of gonococci or pus cells. There was no 
recurrence on cessation of the treatment on June 19th. 
This case was included in a preliminary report on 
the treatment of gonorrhcea by M. & B. 693 published 
in the British Medical Journal of August 6th. 


CasE 2,—An infant, aged 12 days, admitted to 
the hospital on July 16th with a history of discharge 
during the previous four days. Clinically this was a 
typical case of gonococcal ophthalmia, with profuse 
purulent discharge from the left eye, much chemosis, 
and swelling of the eyelids. Smears showed numerous 
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On the other hand symptoms were noted in 8 of 
the 9 cases in which the operation was technically 
unsuccessful. 


Any lowering of the cell count of the cerebro-spinal 
fluid by the use of a Dattner needle is so slight as 
to be of no practical importance. 


This narrow-bore needle can be used with great 
advantage in the out-patient department, and is also 
applicable, for most purposes, in the wards. 


We are very pleased to acknowledge our gratitude 
to Dr. V. E. Lloyd, the director of the clinic, for 
suggesting the use of the needle and for much criticism 
and advice. 
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pus cells and gonococci. The right eye was clear 
of discharge. The treatment adopted was half-hourly 
boric acid lavage prescribed with 0°25 g. (M. & B. 693) 
twice daily. The child was given 0°25 g. orally on 
the evening of July 16th. By 5 a.m. on the follow- 
ing day the discharge had almost ceased. The 
tablets were continued during July 17th and 18th 
but the lavage was found to be unnecessary. On the 
evening of the 18th the cornea was clear, all the 
cedema and chemosis having disappeared. A smear 
taken on the next day showed very scanty pus cells 
but no gonococci, and a swab taken at the same time 
failed, on cultural examination, to show the presence 
of gonococci. 

We have gone over the notes of the previous ten 
cases of gonococcal ophthalmia and find that the 
average number of days elapsing, from admission, 
to the first permanent negative smear and culture 
was 49 days. Moreover, three of the ten cases on 
discharge showed some degree of permanent corneal 
destruction. 

The drug appears, even from experience of only 
two cases, to be a distinct advance in the treatment of 
the condition and is well worth extended trials. If the 
duration of the acute phase when active local treat- 
ment is necessary can be brought down to a few days 
the risk of permanent corneal destruction will be 
greatly reduced. 





TWO TESTICLES IN ONE INGUINAL 
HERNIA 


By D. Owen Davies, F.R.C.S. Eng. 


RESIDENT SURGICAL OFFICER AT THE HOSPITAL FOR SICK 
CHILDREN, GREAT ORMOND STREET, LONDON 





MANY curiosities have been found in the course 
of operations for inguinal hernia but the finding of two 
testicles in association with one hernial sac seems 
sufficiently rare to justify its record. 


The patient, a boy of 15 months, had had a right 
inguinal hernia since the age of 6 months. It was 
a large scrotal hernia which occasionally gave some 
difficulty in reduction. On May 4th, 1938, the parents 
were unable to reduce the hernia and called in their 
doctor who reduced it under light chloroform anzs- 
thesia. The child was admitted the same day to 
the Hospital for Sick Children where the hernia was 
found to be reduced, leaving a bulky sac which 
apparently contained some fluid, with cedema of the 
right inguinal region and scrotum. The cedema 
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subsided in a few days but the hernial sac still con- 
tained fluid. The absence of the left testicle from the 
scrotum was noted, but the right testicle appeared 
to be normally situated at the bottom of the sac. 

On May 10th the boy was operated upon and a 
large right inguinal hernial sac was found and brought 
into the wound. On opening the sac, which contained 
some clear fluid and was of the complete type, it was 
found to contain two separate testicles lying together, 
each with its spermatic cord running on the 
wall of the sac. The right spermatic cord and testicle 
bore the usual relationship to the sac, from which 
it was separated without much difficulty. The 
other cord was more closely ensheathed, being almost 
entirely covered by peritoneum, and the testicle and 
cord entered the wide-necked sac in the manner of a 
sliding hernia from the posterior abdominal wall. 
The lower part of the sac was excised, the remainder 
sutured around the second testicle, and the whole 
returned to the abdominal cavity, leaving the right 
cord and testicle in their normal position. 

Convalescence was uneventful and the child was 
discharged on the 24th. 


In view of the absence of the left testicle from 
the scrotum it was presumed that the extra testicle 


BRITISH MEDICAL ASSOCIATION 
MEETING IN PLYMOUTH 


SECTION OF OBSTETRICS AND GYNZCOLOGY 


Ar this section, with Prof. F. J. Browne presiding, 
a discussion on the 


Occipito-posterior Positions of the Vertex 


and their complications was opened by Prof. CHAassaR 
Morr (Oxford), who took the case of the patient at 
or near term in whom labour is protracted and where 
the foetal head lies in the posterior or lateral position, 
the latter sometimes leading to the condition known 
as “ deep transverse arrest ’ of the head. He stressed 
the importance of antenatal diagnosis and pleaded 
for the freer use of the terms L.O.L. and R.O.L. as 
often describing more accurately the position of the 
head ; and strongly advised vaginal examination in any 
doubtful case. The frequency of these cases was, he 
said, admirably shown in Dr. Douglas Miller’s paper on 
“ Unsuccessful Forceps Cases” (Brit. med. J. 1928, 
2, 183) where this position of the head was found in 
nearly a third of the cases. Prof. Moir ascribed the 
increased difficulty of delivery in these cases not so 
much to the larger diameter of the head that has to 
pass through the pelvis as to the maladjustment of the 
fetal shape to that of the birth canal—a conception 
of the mechanical difficulties of this type of labour 
which introduced the theory of unequal fetal flexi- 
bilities he had discussed elsewhere (J. Obstet. Gynec. 
1932). In the face-to-pubes position delivery can 
be successful in cases where the pelvis is large 
or the fetus small or the perineum deficient; but 
where there is even slight dystocia the position may 
lead to complete obstruction. Reluctance to perform 
rotation of the head in these cases is probably due to 
the fact that the correct manceuvres are seldom under- 
stood by the average medical student. Radiology 
had recently thrown new light on this subject. Thoms, 
Caldwell, Moloy, and D’Esopo had drawn attention 
to the frequency with which occipito-posterior 
positions are associated with dolichopellic pelves 
(where the anterior diameter exceeds the transverse) 
and they say that in these cases delivery is easier 
with the occiput in the posterior position. As these 
cases are exceptional, however, this view did not 
affect the generally accepted teaching on this subject. 


BRITISH MEDICAL ASSOCTATION : 
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was an ectopic left testicle which had crossed over 
the midline to enter the right internal inguinal ring. 

In 1905 Halstead showed at the Chicago Surgical 
Society a case in which a left inguinal hernia contained 
two testicles with a fused epididymis and a fused 
cord, with no testicle in the right side of the scrotum. 
In 1926 Malartic and Cader reported the case of a 
man of 42 with a strangulated right inguinal hernia 
containing a uterus with two ovary-like bodies which 
proved on section to be testicles, while a large testicle 
was situated in its normal position on that side, no 
demonstrable testicle being found on the left. No 
other similar cases appear to have been reported. 

In the case described here it may be possible, 
when the child is older, to free the left testicle and 
bring it out through the left inguinal canal, for the 
cord appeared to be quite long enough to allow the 
testicle to be placed in the scrotum, 


My thanks are due to Mr, Eric Lloyd for permission 
to report this case, 
REFERENCES 
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Besides a large pelvis or a small foetus or a deficient 
perineum non-rotation might be due to increased 
inclination of the pelvis or poor flexion of the head ; 
or it might be an indication of mild pelvic contraction. 
Early escape of liquor amnii in these cases, with 
prolonged labour, might lead to the formation of a 
contraction ring. Danger to both mother and 
foetus was shown by Miller (Brit. med. J. 1930, 1, 1036) 
thus :— 


Termination. 
—_ Spontaneous — 
forward Failure to 


rotation. rotate. 


Per cent. Per cent. 
Maternal mortality =e Nil 2-0 
Fetal mortality +> 4 2-7 22-3 
Puerperal morbidity és 6°5 22-3 


The majority of fetal deaths were due to incorrect 
application of the forceps following incomplete 
rotation of the head. Tentorial tears and other 
injuries rarely occurred where the blades are correctly 
applied over each maxilla. With regard to the 
course of labour and the diagnosis, late engagement 
of the head and early rupture of the membranes 
where there is no disproportion were ominous signs. 
The position of the fetal heart in the flank was 
helpful. The uterine contractions were character- 
istically short and painful and unaccompanied by 
bearing-down effort. The diagnosis was often missed 
as the suture lines are obscured but it could be made 
certain by feeling the fetal ear, and for this purpose 
examination under anesthesia with a well-lubricated 
hand was essential. Such a procedure should always 
precede forceps delivery in every doubtful case. 
Sir Halliday Croom regarded this as so important 
that he spoke of it as the trump card of obstetrics 
““Gentlemen,”’ he used to say, “‘ I pray and beg each 
one of you, when in doubt play trumps.” 

Prof. J. M. Munro Kerr (Canterbury) laid emphasis 
upon the importance of antenatal X ray examination 
as being especially important in preventing fetal 
mortality. He claimed that before labour the head 
lies in the transverse and not the oblique diameter 
and is often definitely posterior. This was the primary 
occipito-posterior position and very unfavourable 
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as, unless the pelvis is normal, long rotation does not 
take place. When labour started the oblique posi- 
tion was commonly taken up, but in some cases 
it went on to the transverse which is the secondary 
posterior position. This occurred much more fre- 
quently when the back. is to the left. The American 
observers, Thoms, Caldwell, and Moloy, analysed 
the types of pelvis and described the gynzcoid type 
which is normal; the android type, which is the 
female with male characteristics ; and the anthropoid 
type, which is the female pelvis with a long antero- 
posterior diameter. In the last type the head 
engages only in the transverse diameter and goes into 
deep transverse arrest. Treatment of the occipito- 
posterior position before labour has, he said, had 
very little success. During labour non-intervention 
is frequently followed by spontaneous rotation and 
delivery or face-to-pubes delivery. In those cases 
where the posterior position persists manual rotation 
and forceps delivery will be required. The shoulders 
and trunk must be rotated with the head. Version 
is.performed by some authorities, but Prof. Kerr 
thought this had nothing to recommend it. Cesarean 
section should not be performed unless there was 
marked disproportion. In desperate cases craniotomy 
would be necessary. Omens indicative of spon- 
taneous rotation and delivery (which occurs in about 
90 per cent. of cases) are a normal pelvis, t@e back 
to the right, the anterior shoulder not too far round, 
a normal size head with early fixation and intact 
membranes. Omens against spontaneous rotation 
are android or anthropoid types of pelvis, the back 
to the left, the anterior shoulder in the flank, late 
fixation of the head with marked deflexion, early 
rupture of the membranes, and poor driving forces. 
He deprecated early interference; it produced no 
improvement in the rate of foetal mortality. 


DISCUSSION 


Prof. FarquHaR Murray (Newcastle-on-Tyne) 
took the view that an attempt should be made to 
correct all occipito-posterior positions before the 
onset of labour, as the application of a pad and binder 
would often maintain the anterior position. He 
uses this method even after labour has started and 
claims that in practically all cases rotation will occur. 
If labour is advanced and especially if there is foetal 
distress manual rotation with a well-lubricated hand 
in the cross-bed position should be done and extraction 
completed with forceps. Episiotomy was usually 
advisable. 

Mr. Bryan Wri1iams (Liverpool) maintained that 
the majority of cases progressing to deep transverse 
arrest are in the transverse position from the start, 
supporting the views of Munro Kerr and Eden and 
Holland and some American and German authorities. 
He quoted figures from the Walton Hospital where 
80-90 per cent. of these cases terminated spon- 
taneously. If the head is in the hollow of the sacrum, 
face-to-pubes delivery is advised. In deep trans- 
verse arrest manual rotation was impossible and 
the use of Kjelland’s forceps is advisable. 

Prof. J. PRESTON MAXWELL (Cambridge) thought 
that cases of transverse arrest occurred mainly 
in cases of funnel pelvis. He advises the cross-bed 
position for delivery and where rotation is impossible 
internal version may be tried. Measurement of 
the outlet was important in diagnosis. X rays were 
useful in diagnosis but usually economically impossible. 
The surest guide in delivery was to feel the ear. 

Mr. Carnac Rivett (London) agreed with Prof. 
Moir on deep transverse arrest and said that trouble 
sometimes occurred from waiting unduly long— 
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i.e., until the head had become moulded in a bad 
position. He advocates early examination and 
rotation followed by forceps extraction, especially 
in cases of funnel pelvis. 

Mr. JAMES RIDDELL (Plymouth) supported Prof. 
Moir’s view of the character of the pains. He had 
noticed that when the occiput failed to stay anterior 
the application of the right blade of the forceps 
first sometimes helped. He occasionally resorted 
to internal version. 

Mr. A. P. BertwistLe (London) laid stress on the 
importance of avoiding unnecessary delay. Rotation 
of the head and shoulders should be immediately 
followed by the application of the forceps. 

Dr. R. M. 8. McConaGuey (St. Blazey) spoke of the 
surprising ease with which these cases are often 
delivered and quoted a recent case in which a 12 lb. 
baby was delivered face to pubes with forceps. 

Dr. MasBet Ramsay (Plymouth) spoke of the 
different types of pelvis and the effect of exercises 
in the adolescent stage. 

The PRESIDENT pleaded for a return to the teaching 
of Smellie. He found a useful diagnostic sign was 
the fact that if the forceps slipped the head was still 
in the posterior position. He insisted on the necessity 
of vaginal examination for accurate diagnosis. The 
surest sign is to feel the nape of the neck. Rotation 
and delivery must not be long delayed owing to the 
danger of contraction ring. 


The Obstetrical Flying Squad 


« Prof. Murray described the organisation and uses 
of this emergency service, first advocated by him in 
1929 and put into operation at Newcastle-on-Tyne. 
It is operated by the local public health authority 
in conjunction with a panel of consultants and the 
local maternity hospital. In difficult cases expert 
assistance is immediately forthcoming while the 
outfit, which is accompanied by a nurse, contains 
all reasonable surgical requirements, blankets, hot- 
water bottles, oxygen, CO,, intravenous apparatus, 
anesthetic apparatus, gum saline, sterile gloves, 
and dressings. A doctor faced with an emergency 
sends a message to the hospital with the name of the 
consultant desired. A nurse is immediately dispatched 
with the outfit by taxi and the consultant notified. 
The outfit is also at the disposal of doctors where a 
consultant is not required. Details were given of the 
cases which availed themselves of the service—46 in 
number, among which five deaths occurred. 

Dr. LetiTrA FAIRFIELD (London) mentioned the 
arrangements made by the L.C.C. for dealing with 
obstetric emergencies in its area and the efficiency of 
its ambulance service. 


Blood Transfusion 


Dr. M. Buack (Glasgow) dealt with the various 
methods of grouping blood and advocated the use 
of a special filter with which serum can be quickly 
expressed. Blood is taken from the donor with 
French’s intravenous needle and run into a flask 
containing a 5 per cent. solution of citrate in quantity 
sufficient to give a 1 per cent. citrate mixture. A 
Baumanometer is used at a pressure of 60 mm. 
of mercury to constrict the veins. The blood is 
given to the patient by means of a funnel, rubber 
tube, and glass cannula, cutting down on the 
recipient’s vein usually being advisable. 600-1000 
c.cm. is the amount usually given and about 20 
minutes should be spent running in one pint. In 
cases of collapse the administration of a little ether 
had been found an advantage, not only on account of 
its anesthetic action but also its stimulating effect. 
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THE LANCET] 


SECTION OF NEUROLOGY AND 
PSYCHOLOGICAL MEDICINE 


Dr. W. Russert Brain, a vice-president, was in 
the chair when a discussion was held on 


States of Depression: Their Clinical and 
AEtiological Differentiation 


Dr. AUBREY LEwts (London) said that the old distine- 
tion, based on Kraepelin’s scheme, had lost ground : 
it was not possible to make a sharp distinction 
between endogenous and psychogenic depression. 
There were no doubt some who still found this 
classification practically useful. In so far as it was 
an «tiological one it stressed the antithesis heredity- 
environment in a way that was out of keeping with 
our present knowledge of genetics and of the causation 
of mental disorder. Its practical usefulness was 
believed by some to rest on its possibility of differentia- 
tion by symptoms: tables were drawn up showing 
how the symptoms of the two varieties of depression 
differed. It was, however, impossible in many 
cases to make the illness fit into the scheme ; the more 
closely the disorder was gone into, the greater the 
discrepancy. In a series of cases of involutional 
melancholia and of mania he had found that several 
patients had previously had depressive illnesses of the 
psychoneurotic kind, if judged by the criteria usually 
put forward. Various writers had laid stress on bodily 
changes (loss of weight, sleep, &c.), periodicity, con- 
comitant depersonalisation or anxiety, time-disorder, 
personality, heredity, psychopathology. Periodicity 
would be a more valuable criterion if it could be 
demonstrated to be a frequent characteristic, whereas 
actually it was rare, or at any rate required complicated 
statistics to show its probable occurrence. Recurrence 
was, of course, a different thing from periodicity and 
might be no more indicative of an intrinsic rhythm, 
a biological regularity, than was a series of colds 
in the head; it might indicate only recoverability. 
Apart from symptomatic depression, such as might 
occur in G.P.I., pernicious anemia, and many other 
physical diseases, there was the depression which 
might accompany other forms of mental disorder— 
e.g., schizophrenia. But in uncomplicated depressive 
states there were two dangers which were to be 
recognised in any attempt at sharp distinction between 
psychogenic and endogenous depression. First was 
the danger that when an illness had been fitted into 
the manic-depressive category it would be assumed 
that recovery was going to occur “ spontaneously ”’ 
so that the physician could do nothing but stand by, 
and that when the illness was diagnosed as psycho- 
neurotic it would be taken as demanding psycho- 
therapy, and nothing but psychotherapy. These 
half-truths sometimes had deplorable results. The 
second danger was that the risk of suicide was taken 
to be negligible in cases diagnosed as psychoneurotic ; 
this was a misleading and pernicious rule. Treat- 
ment in all its aspects should be based on a knowledge 
of the patient’s constitutional qualities and the 
stresses he had met, not on a schematic rigid plan, 
a short cut to the wrong shop. He would propose 
that the first steps in classification should be to exclude 
physical disease and to grade according to the severity 
of the depression. The nature and outcome of 
previous attacks, and the presumptive balance between 
environmental forces responsible for the illness as 
against inherited ones should next be taken into 
account. The possibility of modifying the external 
influences, and the duration of the disorder, leading 
to an autonomy of mental and bodily habits, were 
further points that must be weighed. Any simple 
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and easy classification would be spurious because 
of the variety of causes and effects, and our lack of 
sure means of evaluating all the former. 


Dr. DesmonD CuRRAN (London) agreed with the 
previous speaker that there had been a great deal of 
false simplification in the attempts to distinguish 
between neurotic and psychotic forms of depression. 
The modern point of view in psychiatry laid stress 
on syndromes, and by ceasing to search for diseases 
avoided having to squeeze itself into diagnostic strait- 
jackets. Constructive study of the individual patient 
was a better prelude to treatment than attempts to 
see whether the depression was of the psychogenic 
or endogenous sort. It was true that one used 
reaction-types, which were to some extent abstractions, 
as standards of reference, but those so often advocated 
in the differentiation of forms of depression did not 
meet the test of usefulness and applicability. They 
laid too much weight on extreme forms: one had to 
bear in mind that there was a large band of grey 
between the blacks and the whites. A great deal 
of ingenuity was sometimes spent in deciding whether 
a case was “really endogenous ” or “ really psycho- 
genic’’; it was more profitable to pay attention 
to those principles of assessment mentioned at the 
end of the opening paper. 


Dr. E. A. Bennet (London) pointed out that 
depression might be associated with physical disease ; 
it was important as an early sign of malignant disease, 
and indicated the desirability of repeated physical 
examination in all cases. He described the main 
features of depression, and mentioned the unconscious 
aspect. Dr. Lewis had said that depression might 
in the first place be classified according to its degree ; 
but if one were to apply a similar quantitative method 
to fevers, it would not be helpful. Such an analogy 
showed that a quantitative classification was not 


enough. There were qualitative differences which 
must be taken into account. Periodicity was 
important. Psycho-analysts had not been able to 


make distinctions between different kinds of depres- 
sion ; they had left periodicity out, as they themselves 
recognised. Variations of mood occurred in all of us. 
Periodicity was widespread throughout our activities, 
and its regularity in respect of mood suggested a 
biological foundation. The manic-depressive varia- 
tions were a morbid exaggeration of those found 
in all human beings. In the psychoneurotic patient, 
however, there was in addition the psychogenic 
depression which was not subject to this periodic 
variation, because it was due to endopsychic conflict. 
It was also found in the psychogenic anxiety-state. 
He would therefore stress the periodicity and the 
qualitative difference. The psychiatrist could find 
the cause and meaning of psychoneurotic depression 
in endopsychic conflicts; these did not show 
periodicity. We were still unable to say why the 
periodicity which occurred in so many of our activities 
should be intensified in endogenous depressions. 
We did, however, know the causes of psychoneurotic 
depression. 

Dr. R. G. Gorpon (Bath) proposed to take 
depression as a symptom and to see what, from the 
neurological point of view, might be supposed to 
underlie it. As there was no direct evidence on these 
matters, his remarks would have to be speculative. 
Conscious depression was usually due to a fairly 
obvious cause in everyday life: loss of relatives, 


money, and so forth. But it had long been recognised 
that physical factors might also be at work. Probably 
these influences were mediated through the autonomic 
system. They must travel at least as high as the 
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hypothalamic centres, and the diencephalon generally. 
In true depression there was probably involvement 
of the thalamic system, as described by Campion and 
Elliot Smith. In some cases the change might be 
imposed from above, as in psychogenic depression, 
in others from below—e.g., endocrine influences. 
There had, however, been too much dispute, as the 
opening speaker said, about sharp distinctions ; 
depression was a biological deviation, involving body 
and mind. In support of the view put forward 
regarding the thalamic system were the findings of 
Adolf Meyer; the central neuritis he described in 
some cases of depression affected this system. The 
affective changes in restricted lesions of the thalamus— 
for example tumour—were chiefly a lability of mood. 
But such diffuse lesions as those that gave rise to 
parkinsonism were accompanied by a true depression. 
The differences between the symptoms of encephalitis 
lethargica in children and in adults were significant 
in this connexion. In disseminated sclerosis also 
there might sometimes be constant depression. It 
might be that in depression there was some selective 
action on cells of the thalamic system. Recent 
work on electrical changes in the cerebral cortex 
might also throw light on the problem. 


Dr. A. E. A. CARVER (Nuneaton) said that alcoholics 
tried to cure themselves of depression by taking 
alcohol. In the dipsomaniac periodicity was quite 
noticeable, but in paroxysmal dipsomania the endo- 
genous factor was fundamental. If one succeeded 
in curing the alcoholic factor by means of apo- 
morphine, one was left with a patient with depression 
for which he would have to be analysed. The sexual 
impulses waxed and waned from inner tension ; 
when the tension was low, repression was adequate, 
and the patient could deal with his morbid tendency. 
Any extra stress in the environment might cause the 
patient to break down. There were always the two 
factors: the internal, periodic one, and the external 
stress. 

Dr. RicuarD EAGER (Exeter) also emphasised the 
tendency of emotional states to wax and wane. The 
climacteric period in the female was'a good illustration 
of this; depression was closely associated some- 
times with that phase. Dr. Lewis had said that it 
was desirable that classification should have some 
relation to therapeutics, but Dr. Eager felt an ztio- 
logical classification, soundly based on pathology, 
was the most satisfactory. There was very little 
dividing line between psychosis and psychoneurosis ; 
there was much overlapping, and much depended 
on the patient’s personality. With regard to suicide, 
in his thirty years’ experience he had been able to 
confirm the value of Mercier’s classification of the 
risks of suicide; the impulsive variety of suicide, 
coming on unpremeditatedly after some loss or failure, 
was commoner in the mental deficiency group. 


Dr. C. R. Crorr (Plymouth) referred to several 
depressed patients he had seen in whom a low blood 
pressure was the only constant physical finding. 
The blood-sodium content was normal, and they did 
not respond to any treatment which one might use 
for such a condition as Addison’s disease. They 
always recovered, in time. He thought this low blood 
pressure was a significant feature of the condition. 


Dr. D. Buatr (Edinburgh) said it was very dangerous 
in practice to try to separate states of depression in 
order to decide as to the probability of suicide 
in them. He had had many years ago a typically 
neurasthenic patient under his observation who later 
committed suicide, and subsequent experience had 
confirmed the opinion he then formed. 
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SECTION OF PUBLIC HEALTH AND HYGIENE 


Wiru Dr. ALLEN Datey, the president, in the chair, 
Mr. R. H. P. Orpe (hon. secretary of the British 
Hospitals Association) opened a discussion by this 
section on the 


Future Development of the Hospital System 


He directed attention specially to the financial 
aspects of the problem posed by Dr. A. 8. M. Macgregor 
(Glasgow) and himself. It was necessary, he said, to 
consider this under the headings of (1) finance and 
hospitals generally, and (2) finance and voluntary 
hospitals. As to hospitals generally Mr. Orde 
maintained that in a civilised state, hospitals were 
as necessary as legislative assemblies, and any Govern- 
ment that did not secure an adequate hospital service 
would be guilty of neglect. He submitted that our 
own Government was guilty in that it had neither 
supported voluntary effort to provide an adequate 
service nor provided one itself. The plea of cost 
was in his opinion not open to a government. Victims 
of street accidents were not left to die because of the 
expense of providing treatment and it is equally 
unjustifiable to plead costliness in the case of thousands 
of men and women left with no better treatment than 
the entry of their names on the waiting-lists of hos- 
pitals. This country could, he said, afford to provide 
hospital accommodation and to pay doctors and 
nurses adequately. 

Turning to voluntary hospital finance Mr. Orde 
said that this was sufficient for the work under- 
taken but was ill-distributed. He thought pooling 
impracticable and the proper solution was the establish- 
ment of a central fund to smooth out inequalities— 
e.g., King Edward’s Hospital Fund for London. 
The spheres of responsibility of voluntary effort 
and of the public authorities could not be rigidly 
defined and the whole field of institutional treatment 
of the sick should be open to both. The limits of 
the work of each should be determined by regional 
councils set up for the purpose. Where voluntary 
effort was unable to provide what was required 
public authorities could take the lead, voluntary 
effort lending what aid it could. But where voluntary 
effort flourished common sense would suggest that 
the fullest possible use be made of it, the State and the 
municipality assisting. Such a procedure would 
call for businesslike financial arrangements. Voluntary 
effort should only undertake such burdens as it could 
legitimately be expected to shoulder. Industry, 
including both employers and employed, should 
take its fair share; contributory schemes should 
meet the cost of treatment, with payment for the 
doctor. Local authoritjes should meet the full cost 
of the work undertaken for them by voluntary effort. 
Pay-beds should really pay and in addition there 
should be government grants distributed much 
after the fashion of those made by the University 
Grants Committee. 

Mr. Orde had no doubt whatever that the State 
was sympathetic and ready to help the voluntary 
hospitals. When it came to legislation however 
he had found, to the best of his knowledge, that the 
Treasury had contributed since the beginning of the 
century no more to the voluntary hospitals than 
£500,000. During these 38 years voluntary effort 
had spent more than £380,000,000. Mr. Orde 
reminded his listeners that the voluntary hospitals 
are now promoting a Bill-in Parliament to secure 
exemption from rates. He did not wish to anticipate 
difficulties, but was confident that instead of the Act 
passing at once every sort of difficulty and argument 
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would be brought against it. With regard to milk 
Mr. Orde said that the Government had thought fit 
to provide cheaper milk for healthy children, but 
none for the sick. Again in the case of the Road 
Traffic Act, instead of allocating a sum of £250,000 
to be distributed to hospitals for mending the casualties 
on the road, a sum that could have been administered 
for less than 4 per cent. an Act was produced (said 
on good authority to be bad law and worse insurance) 
which restricts payments to an arbitrary maximum 
and to those cases in which insurance companies have 
paid compensation. Mr. Orde asked whether it was 
too much to hope that the Government might feel 
justified in trusting to tried and proved bodies, public 
funds to be expended upon their declared objects 
in the way they themselves deemed best and to judge 
by results. Such a scheme had been found to work 
in the universities—why not in the hospitals ? 


Dr. MacGreGcor said that local authorities are 
empowered to make provision for an adequate 
hospital service and are expected to codperate with 
the voluntary hospitals. We are, he said, accustomed 
to think of the Local Government Act as emphasising 
the break up of the poor-law, but its framers 
undoubtedly considered an efficient hospital service 
an integral part of public health. The aims of hospital 
policy should be (1) to make good the shortage of 
beds, (2) to remedy the disparity in hospital and 
clinical services in different areas, (3) to ensure by 
administration that the best use is made of present 
and future services. The shortage of beds varied 
in different areas but accommodation was generally 
deficient and particularly in orthopedics, for sick 
children, and in some specialties, and also for 
observation and diagnosis ; it was also deficient for 
the large group of chronic patients. 

In Dr. Macgregor’s experience it was the demand 
of chronic cases of illness that was interfering with 
the use of the hospitals for work of a more preventive 
and remedial kind. The Department of Health’s 
returns showed that while delay in the admission 
of acute cases was negligible the average waiting 
period for diseases of the nose and throat was 70 days, 
hydrocele and varicocele 62 days, hernia 37 days, 
gynecological affections 35 days, varicose veins 
and ulcers 27 days, hemorrhoids 23 days, chronic 
appendicitis 21 days, gastric and duodenal ulcer 
20 days. In the words of the report “ the evidence 
submitted on behalf of medical practitioners was 
unanimous that hospital facilities were seriously 
inadequate.” The orderly admission of patients 
in need of short-term treatment or observation should 
be the proper function of a general hospital. What- 
ever the position might be elsewhere it was not 
possible to meet these requirements in Glasgow 
on account of the increased demand for all branches 
of treatment. Duration of treatment for chronic 
patients, he said, depended upon available accom- 
modation and the voluntary hospital had too little 
room to provide long continued treatment. These 
patients were accordingly found in increasing numbers 
in local authority hospitals. Dr. Macgregor believed 
that earlier prolonged treatment and continuous 
after-care might have prevented or mitigated the 
condition of these patients. He held that a general 
hospital system should take under its wing all forms 
and stages of sickness and invalidity. Further it 
should have an outdoor clinic to meet the greatly 
increased demands made on voluntary hospitals. 

The problem was to prevent ill-balanced develop- 
ment of hospital facilities ; although local authorities 
possessed power to provide hospital services they did 
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not all exercise it. The report on the Scottish Health 
Services was quoted in this connexion as follows : 
** None of the existing local health authorities is in a 
position to provide independently a complete hospital 
service, and an attempt to do so, or even to proceed 
far without regard to the needs of, or facilities avail- 
able in, neighbouring areas, would be unfortunate.” 
It was not to be assumed that coéperation did not 
exist. One or two counties and the burghs in them 
have entered into joint hospital schemes. Special 
reference was made to the scheme of codperation 
that has been established in the Highland and Islands 
of Scotland. A large populous region like Glasgow, 
however, presented complex problems of coéperation 
though coéperation for some purposes had grown up 
naturally. It was clear that the present position 
led to ill-balanced growth and that hospital provision 
should not be left to the unaided efforts of unrelated 
local authorities. Legislation to make hospital 
provision compulsory would be a logical step but 
one fraught with danger unless accompanied by 
safeguards to prevent overlapping. 

Coming to the third problem Dr. Macgregor said 
this might be summed up in the term “ regionalism.” 
He quoted the Cave Committee 1921 that hospitals 
should be part of a concentrated system and the 
recommendation of the committee set up by the 
Voluntary Hospitals Association (1937)—namely, 
“the division of the country into hospital regions.” 
He thought that force of circumstances would modify 
the claim contained in this committee’s proviso 
that ‘‘ hospitals should be free to refuse unsuitable 
cases on medical grounds.’”’ The underlying idea of 
regionalism was that hospitals of all kinds would 
function less as independent units and more as 
partners in a hospital service. It would however 
be necessary to consider how such a regional scheme 
would be administered and how it would work. 
Concluding, Dr. Macgregor said that the relation 
between hospitals, practitioners, and the public is 
not on a very sound basis. That municipal hospitals 
admit many patients not because it is necessary but 
because proper attention cannot be obtained in the 
homes. In addition to those who apply for admission to 
hospital for financial reasons there were now many 
who did so on grounds of social convenience. For 
these reasons amongst others it was extremely 
difficult to estimate the number of beds likely to be 
required for an area, 

Dr. W. 8. Macponatp (Leeds) hoped that the 
experience of the general practitioner would be used 
in any scheme that was found satisfactory. 

Dr. T. N. V. Ports (West Riding) said that many 
of the local authorities and voluntary hospital 
authorities who were constructing hospitals or 
extensions of a given number of beds had no very 
clear idea of the number of beds necessary, They 
were often largely influenced by finance and to some 
extent by the hospital waiting-lists which he considered 
a very unreliable criterion. He had endeavoured 
to obtain precise information as to the number of 
beds provided in a number of county boroughs in 
England with populations between 2000 and 4000. 
The estimated number of beds per 1000 population 
varied widely from West Ham with 5-9 to Croydon 
with 2-8. The calculations excluded beds for normal 
maternity cases and infirm cases not requiring nursing 
attention, but included all other general hospital 
beds and beds for the chronic sick. He said that 
this country was very far behind in the provision of 
beds for the sick and after studying the question he 
was of opinion that 6 general hospital beds per 1000 
of population were necessary. He also spoke of the 
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value of coéperation between local authorities and 
the voluntary hospitals and mentioned in this 
connexion the West Riding County Council. 

Dr. S. W. SwitnpDeELts said that it would help 
coéperation if the general practitioner were able to 
take his patient to hospital instead of sending him 
as at present. 

Dr. C. L. LaNpEeR, compared the voluntary 
hospitals to the education system prior to 1870, 
and said that the Government should deal with the 
hospitals as it had done with schools. 

Dr. J. ARMSTRONG described how local practitioners 
attended the district hospital in Northern Ireland 
(for which he was responsible) and said that this 
arrangement should be general. 

The fever hospitals would benefit, said Dr. Sage 
SUTHERLAND, by inclusion in wider areas and there 
would be more scope and encouragement for the 
staffs. 


The Brain and its Environment 
By Joseru Barcrort, Professor of Physiology, Cam- 
bridge University. London: Humphrey Milford, 
Oxford University Press. 1938. Pp. 117. 9s. 


Tue Terry lectures delivered at the University 
of Yale, which form the substance of this book, 
deal largely with the physiology of the fetal central 
nervous system, as studied by Sir Joseph Barcroft and 
his colleagues at Cambridge. The first chapter is con- 
cerned with the activity of the nervous system in mid- 
fetal life, when it begins to show indications of 
functioning, and with the effect of alterations in its 
environment on such functions as it then displays. 
The second takes us to the state of the nervous 
system at the time of birth, and discusses the changes 
which it undergoes when, in the act of birth, its 
environment is abruptly altered. These two chapters 
contain interesting matter, though in some parts 
this is given in rather too much detail. The last 
is concerned with the effects, on the mature nervous 
system, of such alterations in environment as changes 
of temperature, oxygen want, oxygen excess, carbon 
dioxide deficiency and excess, and sugar deficiency. 
The keynote of the whole book, as of so much modern 
physiology, is Claude Bernard’s teaching that ‘the 
constancy of the milieu intérieur is the condition of 
a free life.’ This book like all Barecroft’s writings 
has a characteristic and indeed inimitable personal 
style. If it is devoted mainly to the work of his 
own school, especially in the first two sections, this 
is hardly a matter for criticism for few other investiga- 
tors have contributed nearly as much to the develop- 
ment of our knowledge of the subject. Occasional 
ambiguities and looseness of wording may be noticed 
as in phrases such as “. . . a foetus born by Cesarean 
section after cutting both vagi”; these and 
a little over-elaboration of detail are the only 
defects in a monograph well worth reading on a 
subject now attracting much attention. 





Physiologie du systtme lymphatique 
By H. Rovuvitre, Professeur d’Anatomie 4 la 
Faculté de Médecine de Paris; and G. VALETTE, 
Pharmacien des Hépitaux de Paris, Assistant 4 la 
Faculté de Pharmacie. Paris: Masson et Cie. 
1937. Pp. 160. Frs.45. 
A work on the physiology of the lymphatic system 
originating in two medical departments of a university 
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The disparity in hospital accommodation in various 
areas was commented on by Dr. W. AsTEen and 
he emphasised the necessity for a standard of 
need. 

Dr. C. E. 8S. FLEMMING said that under present 
conditions in the voluntary hospitals it was not 
possible for the general practitioner to carry out his 
work properly. 

The PRESIDENT, speaking particularly of conditions 
in London, deprecated the raising of capital 
to increase accommodation without arranging to 
meet the increased maintenance cost. He thought 
it important that the same region should be adopted 
for the purpose of a hospital scheme as for the 
administration of the other health services. 


Corrigendum.—It was Dr. J. OD. Simpson 
(Cambridge), we now learn, who spoke in the dis- 
cussion on Anxiety States (Section of Medicine, 
Lancet, August 6th, p. 313). 
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might well be expected to contain many definite and 
widely accepted facts. Unfortunately our knowledge 
still lacks precision. Although only two aspects of 
the subject, the formation of lymph and its normal 
and pathological circulation, are dealt with in this 
volume, the approach is necessarily still in a spirit 
of discussion and inquiry. Many experiments are 
described but the conclusions drawn from them are 
recognised as open to challenge. In the formation 
of lymph, for example, the physiological character 
and anatomical site of the endothelial cell are no 
less important than mechanical, chemical, and physical 
conditions surrounding it, or the state of glandular 
and muscular activity of the rest of the body. About 
these factors only a little is known but they are 
too often ignored in attempts at interpreting experi- 
mental data. The manner and character of the 
channels in which lymph circulates are less debatable 
subjects, but even here the authors find good reason 
to doubt the classical view of the propulsive force 
which keeps lymph flowing as a vis a tergo. They 
hold that muscular movement in the limbs, abdomen, 
thorax, and neck and continuous lymph production 
in the abdomen together make up the driving force. 
The original contributions of the authors cover a 
wide field but are mainly concerned with the influence 
on lymph formation of plasma colloids; lymphagogues, 
including ergotamine; and regeneration in the 
lymphatic system. They are able to confirm the 
general opinion that channels regenerate but that 
completely extirpated glands do not. Their comments 
on all the puzzling questions on which they touch are 
terse, pertinent, and critical. 





Text Book of Histology for Medical Students 


By Evetyn.E. Hewer, D.Se.Lond., Reader in 
Histology in the University of London and Assistant 
Lecturer in Physiology at the London (Royal 
Free Hospital) School of Medicine for Women. 
London: William Heinemann (Medical Books). 
1937. Pp. 365. 15s. 

A Goop grounding in histology is becoming more 
and more necessary for biologists, especially those 
interested in medical problems. Biochemists and 
biophysicists are seeking more precise knowledge as 
to how the reactions in the tissues they are investi- 
gating are related to the microscopically identifiable 
elements in those tissues. This overlap of interests 
between histology, chemistry, and physics is stimula- 
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ting the search for non-toxic dyes which will register 
by reversible colour changes in living cells the 
corresponding metabolic and electrical changes. In 
many fields where the galvanometer needle has 
danced alone it will in the future be partnered by 
the microscope. But such a partnership to be 
successful must be preceded by first steps carefully 
practised. The exercises in histology set out in this 
book are limited to the requirements of students 
presenting themselves for the 2nd M.B. examination. 
The first section deals with the histology of the 
tissues, the second with that of the organs, and the 
third describes the methods of fixation, embedding, 
and staining in common use. The 340 figures include 
photomicrographs to show general structure under 
a low magnification and simplified line drawings to 
show particular features highly magnified. Stress 
is laid upon histological appearances known to be 
correlated with functional states. This book will 
serve well those for whom it has been written and 
will moreover provide more senior workers who need to 
revise their histology with convenient means to do so, 





Treatment in General Practice 

A second edition of Vols. I and II of the series 
on the Management of Some Major Medical Disorders 
republished from the British Medical Journal has 
now been issued. The subjects covered in Vol. I 
are diseases of the respiratory tract, the acute specific 
fevers, and cardiovascular diseases. In Vol. II 
17 articles are devoted to the nervous system, 13 to 
the digestive system, 6 to the blood diseases, 5 each 
to rheumatic and kidney diseases, and 4 to metabolic 
diseases. It is noted in a preface that since the first 
editions appeared, in March and November, 1936, 
the most outstanding event in therapeutics has been 
the application of Prontosil and similar compounds 
in the treatment of streptococcal and other infections. 
One of the main changes made in these volumes 
is the inclusion of references to the indications for 
and results of the new chemotherapy. It is a good 
idea to keep these useful collections up to date, and 
they will continue to serve practitioners who seek 
concise and well-balanced sketches of current methods 
of treatment. The volumes are published at 8s. 6d. 
(Vol. I) and 10s. 6d. (Vol. Il) by Messrs. H. K. Lewis 
and Co., London. 





British Journal of Surgery 


THe July issue (Vol. 26, No. 101) contains the 
following papers :— 

THe TREPHINERS OF BLancne Bay, New Brita. 
By Isadore Brodsky (Sydney). An account from three 
independent sources of the operation as performed by the 
native healers, and of instruments obtained from the 
locality. 

INTRATHORACIC RECONSTRUCTION OF TBE LOWER 
(Esopnacus: A note on an unsuccessful case. By 
W. H. Ogilvie (London). A growth at the cardia was 
resected from the stomach by abdominal section, and, 
with the lower end of the esophagus, was removed through 
the thorax. Reconstruction was performed by drawing 
the cut end of the esophagus into a tunnel fashioned from 
the greater curvature of the stomach. 

PATHOLOGY AND TREATMENT OF RECURRENT DISLOCA- 
TION OF THE SHOULDER-JoINT. By A. 8. Blundell Bankart 
(London). The essential lesion is described as a tearing- 
away of the glenoid lip from the anterior part of the 
acetabular margin. The operation designed to repair 
this defect has been invariably successful in curing the 
condition. 

PRIMARY ACTINOMYCOSIS OF THE BREAST. 
Ray and B. P. Tribedi (Calcutta). 


By P. N. 
The history and patho- 
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logical findings are described in two hitherto unpublished 
cases. Tuberculosis and carcinoma were suspected. The 
relation to possible injury in suckling of dentulous infants 
is discussed, 

GASTROSCOPIC APPEARANCES IN HEALTH AND DISEASE. 
By J. Howell Hughes (Liverpool). A series of illustra- 
tions showing the appearances of healthy mucosa, and 
the changes in benign and malignant growths and in 
gastritis. 

PLEURO-@SOPHAGEAL FISTULA IN EMPYEMA. 
Blauvelt (London). The fistula followed operation for 
acuteempyema. Reports of eight other cases are reviewed, 
and treatment is suggested by direct closure by a pedicled 
flap. 

RIEDEL’s THYROIDITIS AND Its TREATMENT BY RADIUM. 
By J. Mill Renton, A. A. Charteris and J. F. Heggie. The 
incidence, etiology, and progress of the disease are dis- 
cussed. Response to radium in the five recorded cases 
has been rapid and complete. 


Acute INFECTIVE OSTEOMYELITIS OF THE SPINE. By 
Philip Turner. Twelve cases are reported in five of which 
the spinal canal was involved. The author thinks the 
condition commoner than is generally supposed. The 
development of perinephric, mediastinal, cervical, and 
psoas abscesses is described, and the mortality and 
prognosis are considered. 


INTRA-ARTERIAL GLYCERINE TREATMENT OF ELEPHAN- 
Trasis. By Charles Bowesman (Georgetown, West Africa). 
Glycerin injections (2-3 c.cm.) are given slowly into the 
femoral artery, with the patient recumbent. The object 
is to cause a movement of tissue fluids towards the vessels. 
In a small number of cases treated the results have been 
encouraging. 

PLASMOCYTOMA OF THE INNOMINATE Bone. By J. C. 
Leedham-Green, J. F. Bromley, and John Raban (Birm- 
ingham and London). Two cases are described, both of 
which responded well to X ray therapy. Diagnosis in 
both cases was by biopsy ; radiography having suggested 
endosteal sarcoma, and giant-celled tumour respectively. 

Tue NERVE TO THE ExtTensor Carri Rapravis BREVIS. 
By C. R. Salsbury (Kingston, Ontario). In 50 cases 
examined, the nerve arose from the radial nerve in 28, 
from the posterior interosseous in 18, and from the angle 
between the twoin 4. The nerve bore a constant relation- 
ship to the transverse branches of the radial recurrent 
artery. 

Urntvary Catcutrt DeEvELorrInc IN RECUMBENT 
Patients. By Leslie N. Pyrah and F. S. Fowweather 
(Leeds). Decalcification, local and general, dehydration, 
diet, and posture are traced as causative agents. The 
history is given of seven cases in young adults. 


PERIODICITY IN CANCER AND OTHER NEOPLASTIC 
Diseases (450 cases). By J. H. Douglas Webster (London). 
The usual period found was one of eight lunar months 
(thirty-three weeks). Recurrences showing periodicity 
were traced in 282 cases of carcinoma and in 34 of sarcoma. 
Death tended to occur at one of the periods, and prediction 
of recurrences was often found possible. The findings 
are considered to support the virus theory of the zxtiology 
of cancer. 


THe AwntTerioR Basat Mentnciomas. By W. R. 
Henderson (Leeds). The syndromes discussed are those 
of tumours arising from the olfactory groove, with 
anosmia and bilateral papilleedema or monocular blindness ; 
from the tuberculum sellz, with total blindness ; and from 
the inner or outer part of the sphenoid ridge with progres- 
sive failure of vision in one eye. The operation is 
described, and its difficulties illustrated by the histories 
of six patients. 


Tumours oF THE Lune. By A. Tudor Edwards 
(London). The anatomical and physiological aspects 
of thoracic surgery are discussed. The diagnosis of 
intrapulmonary tumours and the pathology and treat- 
ment of bronchial adenoma and of bronchial carcinoma 
are considered in detail, with the indications for 
complete pneumectomy. 


By Hugh 


There are also several short accounts of rare and 
obscure cases, 
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THE CHEMOTHERAPY OF GONORRHEA 


WE publish to-day a paper by Mr. CoKKINIS 
and Dr. McELLicorT which describes an extensive 
and careful study of the treatment of gonorrhoea 
with sulphanilamide. Several important con- 
clusions on the technique of this treatment have 
been reached, and administration of the remedy 
must evidently be regulated on these or similar 
principles if the best results are to be secured. 
Smaller series of cases were also treated with two 
other sulphonamide compounds: with one of 
these, M. & B. 693, observations have not yet gone 
far enough for conclusions to be drawn; with the 
other, Uleron, adequate study has led to the 
definite finding that it is inferior to sulphanilamide. 
This last conclusion is of particular interest in view 
of the present situation in Germany, where uleron 
now appears to be used almost exclusively in 
gonorrheea. 

This drug was introduced by Domack last year 
as superior to others for the treatment of infections 
by gonococci, staphylococci, and Clostridium 
welchii, and the German press is now full of papers 
on the Ulironfrage—one even referring to the 
past year as the “uliron era” in the treatment of 
gonorrhea. That it is a strikingly efficient anti- 
gonococcal agent there can be no doubt, but it 
differs from all other such compounds in causing 
a polyneuritis, the commonest manifestation of 
which is a palsy affecting the peroneal and other 
leg muscles. Recent descriptions of this effect by 
FREUSBERG,! BURGER,? and others indicate that 
it may affect the arms as well as the legs and 
involve sensory as well as motor nerves, while 
BURGER’s case had a myositis in addition. It is 
a remarkable fact that this complication has been 
observed only in gonorrhea and in no other disease 
treated with the same drug: hence the suggestion 
by LemxKe® that the lytic products of the gono- 
coccus itself are responsible. EULER * records a 
death after its use; the striking feature of this 
fatal case was the exfoliation of large areas of 
skin, and a revolting illustration shows how it was 
possible to pull off the entire skin of a finger 
complete with nail, “like a finger-stall.””". To return 
to the curative effect, all authors agree that as 
a rule gonococci disappear rapidly from discharges 
soon after treatment is begun, and according to 
StumpkE ° prostitutes and soldiers take the drug 
in order to appear free of disease when examined. 
In consequence German writers are loud in their 
demands that it should be obtainable only by 


a Freusberg, Dtsch. med. Wschr. May 27th, 1938, p. 776. 
2 Birger, Ibid, May 13th, 1938, p. 709. 
8 Lemke, R. , Manch. med. Wachr. March 25th, 1938, p. 452. 
‘Ep , H.-E., Ibid, April 29th, 1938, p. 623. 786 


bd Stumpke, G ’, Dtsch. med. Wschr. May 27th, 1938, p. 
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prescription. Evidently ours is not the only 
country with a long latent period before the sale 
of dangerous drugs is restricted. 

The paper by CokKrNIs and McE.uicorr brings 
out the important fact that chemotherapy in 
gonorrhoea is more effective when begun after the 
acute stage is past—a view put forward in this 
country by Colonel Harrison. The technique 
of treatment and the results to be expected in 
different forms of the disease are steadily being 
defined, and there is no doubt that in the future 
the cure of gonorrhcea will be many times more 
certain and rapid than it has been in the past. 
The most disquieting feature at the moment is 
the difficulty of adjudicating on the merits of 
different sulphonamide compounds, and in this 
CoKKINIs and McELLicotr have an important 
contribution to offer. If, as their experience 
suggests, sulphanilamide is equal or superior to 
the newer compounds patented by individual 
firms, the situation will be simpler and more satis- 
factory than one in which separate clinical trials 
must each tend to exalt the merits of a different 
remedy. 


THE END-RESULTS OF MANIC-DEPRESSIVE 
PSYCHOSIS 


THE first case to come before the Divorce Courts 
under the Matrimonial Causes Act was one in which 
manic-depressive psychosis and dementia were the 
diagnoses. Such an association was no doubt 
confusing to many, who had always thought of 
manic-depressive psychosis as a cyclical disease 
from each attack of which the patient would 
recover with unimpaired powers; and their con- 
fusion will hardly be relieved by the conclusion 
reached by Dr. AUBREY Lewis and other speakers 
at the discussion at Plymouth (see p. 376) on the 
clinical and ztiological differentiation of states of 
depression in general, that the distinction between 
endogenous and psychogenic varieties is no longer 
sharp or easy to define. But there is nevertheless 
ample justification for the current view that only a 
small proportion of patients with affective psychoses 
do become demented: and these few do so not 
in virtue of their mania or melancholia but because 
of organic cerebral disease—either arterial or senile 
degeneration—to which we are all more or less 
disposed if we live long enough. The question has, 
however, been asked by psychiatrists : are manic- 
depressive patients more exposed to arterio. 
sclerosis, and particularly to cerebral arterio- 
sclerosis, than others? The typical habitus of 
manic-depressive patients is very much the same 
as that full-bodied plethoric build which has long 
been supposed to conduce to apoplexy, and it 
might be understandable that frequent or long- 
continued emotional disturbance—e.g., anxiety— 
leading first to hypertension, would later result 
in arterial disease. In support of these vague 
speculations and impressions figures have been 
adduced by ALBRECHT and others—but these have 
been often criticised, notably by Frtrx Srern, 
and it may be said that although manic-depressive 


® Harrison, L. W., Brit. med. J. July 9th, 1938, p. 90. 
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patients probably have a higher incidence of 
arterial degeneration than would be found in the 
average population, confirmation of this is still 
lacking. Moreover, there are many people with 
arterio-sclerosis, even of the brain, who do not 
become demented. Neither do manic-depressives 
show any special predisposition to senile dementia. 

There is, in short, no sure justification at present 
for believing that manic-depressive persons are 
any more liable to become demented than other 
people of the same age. If a middle-aged or 
elderly group of manic-depressives—viz., the 
involutional melancholics—be selected for study, 
it will appear that these have a high incidence of 
dementia later, but this is because a number of 
the patients in question are exhibiting a depressive 
illness which is the manifestation of a cerebral 
organic disease such as arterio-sclerosis, which 
later unmasks itself as a dementing process ; here 
the depression acted merely as a screen for the 
organic disease. It is only another way of stating 
the same fact to say that arterial disease is an 
unfavourable prognostic sign in involutional depres- 
sion. Refined diagnostic procedures will avail to 
separate many of these arterio-sclerotic melanchohias 
from the more hopeful ones, just as one can identify 
a G.P.I. or a cerebral tumour which at first 
masquerades as a depression. 

There is another problem in the relationship 
between affective psychoses and dementia. Some 
patients, who do not become demented in the 
strict sense, pass into a chronic apathy and 
incapacity which has all the practical effects of a 
dementia inasmuch as it may oblige them to 
remain in a mental hospital for the rest of their 
lives. These have not the intellectual and memory 
deterioration which is essential for a diagnosis of 
dementia, but they are as useless and dependent 
as if they had. Their condition is similar, and 
perhaps akin, to the deterioration which occurs in 
chronic schizophrenia and which, in a now super- 
seded terminology, led to chronic schizophrenia 
being called a dementia. It is highly probable 
that for legal and indeed for all purposes, except 
those of psychiatric nosology and research, the 
chronic melancholias in question would be said to 
show dementia. 


INOCULATION AGAINST TETANUS 


THE announcement that all regular troops of the 
British Army may, if they wish, be actively 
immunised against tetanus shows that the technical 
methods of immunising human beings against this 
infection are now deemed safe enough for general 
release. Tetanus toxin, like diphtheria toxin, 
can be made relatively non-toxic by treatment 
with formalin, and the antigens now being brought 
into use are formol toxoids containing practically 
no trace of the specific spasm-producing toxin of 
the bacillus. Active immunity obtained by a 
proper course of injections with such material 
will, there is every reason to suppose, ensure a 
long-standing protection against tetanus. Active 
immunisation has already been employed with 


7. Medow, Arch. Psychiat. Nervenkr. 1922, 64, 480. 
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success in the prevention of equine tetanus and 
many authors have reported on its effect in man.?? 
In the May number of the Journal of the Royal 
Army Medical Corps, Major J. 8. K. Boyp provides 
an excellent review of the whole subject and 
reports a series of immunisations of human 
volunteers. The same number also contains 
useful papers by A. T. GLreNNy and Murret F. 
STEVENS on the laboratory control of tetanus 
prophylaxis and by J. C.G, CampBett on the 
preparation of immunising reagents. 

The available evidence suggests that, for tetanus 
as for diphtheria, it is necessary to give at least 
two well-spaced doses of antigen in order to ensure 
a significant immunity. The Army course of 
antitetanic immunisation will consist of two 
doses of 1 c.cm, of formol toxoid spaced at an 
interval of six weeks, and with well-chosen antigens 
such a two-dose course should endow the recipient 
with 0°1-0°5 unit antitoxin per c.cm. of blood. 
This .corresponds approximately to the blood 
concentration of antitoxin produced by 1500 units 
of antitoxin given passively and should if 
maintained be an adequate safeguard against 
any ordinary infection with tetanus. Actually, 
however, very little is known of the level of anti- 
toxin required to prevent tetanus in man and the 
prevailing standards are largely based on inferences 
from general immunology. Moreover, the lack of 
any simple method of testing the efficacy of 
immunisation, like the Schick test in diphtheria, 
is likely to cause trouble when the time comes to 
assess the large-scale application of tetanus 
immunisation. It is of course possible to titrate 
the sera of immunised persons for tetanus antitoxin, 
but this will present some difficulty as a routine 
measure. As to the undesirable reactions that 
may follow inoculation, preliminary experience 
suggests that these will be no more severe than 
those encountered in immunising subjects of 
similar age with diphtheria toxoid, and in Boyn’s 
series there were none at all; but it should not be 
forgotten that tetanus immunisation will be applied 
largely to adults, in whom reactions are more 
likely than in children. Alum preparations of 
toxoid, while admittedly more potent antigenically, 
have been shown in diphtheria immunisation to 
have certain drawbacks, in their present form, 
for the protection of adults, and it is probable that 
a simple formol toxoid will prove, for the time being, 
the most satisfactory prophylactic for tetanus. 
In America ? and France * trials have been made of 
“combined immunisation” in which tetanus 
antigen is given with anti-typhoid or anti-diphtheria 
prophylactics. It appears that the response to 
such polyvalent antigens is satisfactory and 
according to some observers it is even better than 
the response to the single antigen. It has also 
been proposed that active and passive methods can 


a Ramon, G., and ‘Zoeller, C., C.R. Soc. Biol. Paris, 1929, 
100, 92; Lincoln, E. M., and Gecewert. C. oY Proce. 
Biol., N.Y. 1933, 30, i241; Berger, D. H., J. infect. bes 
Sneath; P.'A. T. and Kerslake, E. J., Brit. med 
1935, 2 290; Soa , J. Amer. med. Ass. 1937, 109, 481. 
? Jones, F. G., and Moss, J. M., J. Immunol. 1937, 33, 173 
Sacquépée, 


'Méd. Paris, 1936, 


2 See Ramon, G., Echo méd. feed. 1936, 5, 873; 
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6, 202. 
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be combined in tetanus prophylaxis, antitoxin 
being given at the time of the wound and toxoid 
injected later with a view to replacing the passive 
by an active immunity.‘ 

Observations by Jones and Moss? and others 
suggest that the circulating antitoxin after tetanus 
immunisation may sometimes decline rather rapidly, 
and this raises the question of maintaining an 
adequate level of antitoxin in previously immunised 
persons. Perhaps it will prove necessary to 
administer periodical “secondary stimuli” of 
antigen at appropriate intervals. The question 
will also arise as to what is to be done when an 
immunised person suffers an injury that is likely 
to cause tetanus. Can it be taken for granted 
that his previous active immunity will suffice 
for his protection ? Should he be given a dose of 
antitoxin as an additional safeguard ? If that were 
necessary would it not detract considerably from 
the special advantages of active immunisation ? 
Or should he be given a further dose of toxoid 
with a view to expediting the production of anti- 
toxin ? Such considerations remind us that the 
active immunisation of human beings against 
tetanus is still in the early stage. The introduction 
of the method by the Army authorities will ensure 
that the initial trial will be properly controlled. 


METAL FUME FEVER AND ITS PREVENTION 


For several reasons metal fume fever is one of 
the most interesting of the minor occupational 
maladies. It has been known for many years 
under such names as zinc fume fever, brass- 
founder’s ague, spelter shakes, and brass chills ; 
and, as these terms imply, it was first found 
amongst men exposed to the fumes arising from 
molten zinc, either alone or in association with other 
metals. The symptoms closely resemble those of 
a malarial paroxysm, and they usually come on 
some hours after exposure to the metallic fume, 
often after the patient has gone home from the 
day’s work. They are aggravated by chilling of 
the body and are therefore more in evidence 
in winter than in summer. Dryness of the throat is 
noticed after the man ceases work, followed by a 
dry cough and a sensation of weight in, or con- 
striction of, the chest. Shivering attacks accom- 
panied by a rise of temperature then ensue, and 
profuse sweating begins. At this stage a leucocy- 
tosis will be found, together with varying increases 
in the pulse-rate and blood pressure. The symptoms 
as a rule pass off in less than twelve hours; in 
fact the patient is usually well enough to return to 
work next morning. A further characteristic of 
metal fume fever is that the workers soon become 
resistant to the fume ; but this apparent immunity 
is short-lived, for the attacks recur after holidays, 
and even on Mondays after the week-end. No 
authentic fatal cases have been reported, and as 
far as is known no cumulative systemic effects 
are produced—at least when the exciting metal 
fume is that of zinc or its oxide. 


125, 
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In a short 1 review y of the subject Sayers ! draws 
attention to KoErLscn’s statement that the symp- 
toms of metal fume fever may appear after inhala- 
tion of the fumes of any of the heavy metals ; 
and to the work of DrInKER and his associates ? 
who found that similar symptoms could also be 
evoked by inhalation of freshly precipitated 
oxide of magnesium, the lightest of the metals. 
SAYERS mentions too the metallic oxides given off 
during welding processes, with the implication 
that these oxides also produce metal fume fever. 
But it should be made clear that only when zinc 
or galvanised metal is being welded are the work- 
men liable to develop the classical symptoms. 
If they do so, the effects tend to be more serious 
than those seen in brass-founders. CHROMETZKA.? 
who studied clinically 18 welders suffering from 
metal fume fever, found that they showed signs of 
irritation of the nasal mucosa and of the upper 
air-passages, and also irritation of the mucous 
membranes of the gastric and urinary tracts. 
Temporary nervous symptoms and loss of weight 
after a few weeks’ work were also noted. No 
mention is made, however, of the possibility that 
the irritation of the mucous membranes was 
caused by inhalation of nitrous fumes generated by 
the electric arc. Natvic * also studied the charac- 
teristics of metal fume fever in 100 workers 
employed in brass foundries, bicycle factories, and 
other workshops in which zinc is fused with copper 
he is in agreement with other investigators when 
he says that the symptoms are transitory and 
comparatively harmless. Whether or not metal 
fume fever can arise from inhalation of the fumes 
of all the heavy metals—and on this point there is 
a good deal of doubt—it is certain that the fume of 
zine or its freshly formed oxide is the commonest 
cause, and that, of the other metals, the fumes of 
copper and magnesium, probably in the form 
of oxides, have produced authentic cases of the 
malady. It is supposed that the reaction is caused 
by the deposition, on the pulmonary mucous 
membrane, of fine particles of the metallic oxides, 
which act on the body proteins and bring about a 
state akin to protein shock. Apparently it is 
essential that the oxides should be in a nascent 
form, because metal fume fever is not seen in 
factories where zinc oxide is being made for paints 
or for medicinal purposes, and where the workers 
are exposed to the inhalation of the fine powder. 

The preventive measures hitherto taken in the 
industries concerned—such as the wearing of 
masks, and attention to the general ventilation of 
workrooms—have proved somewhat disappointing. 
The only satisfactory procedure is to prevent the 
fume from escaping into the air of the workroom, 
and this can only be done by applying exhaust 
ventilation to the process in such a way as to 
remove the fume at or very near its point of 
generation. 


1 Sayers, R. R., Publ. Hlth Rep., Wash. 
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HEALTH IN INDUSTRY 


Tue factory report! appears just after last year’s 
Factories Act came into force. There was, as Sir 
Duncan Wilson remarks, nothing revolutionary 
about its provisions; in fact there is not a single require- 
ment which is not already carried out in one or other 
of the more progressive factories. Nevertheless 
Dr. J. C. Bridge is well within the mark in stating that 
the Act is a further stage in the development of the 
réle of preventive medicine in industry. Actually 
there is good evidence that industries generally are 
complying with requirements which mean a big 
expansion in the executive action of the Home Office 
and an addition to the personnel of the inspectorate 
which numbered 290 in April last and will eventually 
number 332. During the year 1937 there was a 
substantial increase in the number of accidents 
reported—reason enough for tightening up pre- 
cautions, although the increase is attributable in the 
main to greater industrial activity. While greater 
attention is being paid to accidents to young workers 
there is so far no indication of any general improve- 
ment here. Disregard of elementary principles of 
safety is still a common cause of accident. On the 
credit side the reported cases of lead poisoning were 
fewer than in any year since the disease was made 
notifiable. Vigilance however cannot be relaxed, 
for as Dr. Bridge points out, the uses for lead are 
manifold and at any time a new process may be 
introduced, the danger of which is not appreciated 
at the moment. A new industrial hazard has been 
found in the volatile methyl mercuric iodide used as a 
dressing for seeds, and others may well be forth- 
coming; for not only have large new works and 
extensive additions to existing works been made during 
the year, but a number of industries have been 
introduced which are either new to this country 
or new to the particular area. They include, for 
example, the manufacture of white lead by precipita- 
tion in Kent, activated carbon in Essex, magnesium 
and alumina in South Wales, Cellophane in Somerset, 
chrome magnesite bricks in North Midlands, and 
mass production of clocks in Surrey. Interest is 
certainly not lacking for the medical inspectors, who 
now number eleven. The voluntary reporting of 
dermatitis—nearly 2000 cases were reported—has 
shown how various are its causes and how difficult 
to appreciate in advance their effects. Work on a 
barrier substance is now beginning to suggest a simple 
and effective method of prevention. The increase 
of filleting carried out on the fish docks has led to an 
increase in the incidence of warts on the thumb and 
index finger of the hand which steadies the fish’s 
head. Finally, in the closing sentence of his own 
report, Dr. Bridge mentions the value to the Home 
Office inspectorate of the Association of Industrial 
Medical Officers which has given opportunity for the 
interchange of views and frank discussion of many 
of the medical problems met with in industry. 


LABYRINTHINE LESIONS IN CAISSON DISEASE 


Or the injuries to which workers in compressed 
air are liable, and which commonly appear soon after 
decompression, a number affect the labyrinth without 
damaging the middle ear. The onset is almost always 
sudden, with severe vertigo, intense tinnitus, and 


+ Annual Report of the Chief Inspector of Factories and 
—— for the year 1937. OCmd. 5802. H.M. Stationery 
ce. 22. 


partial or complete loss of hearing in one or both ears. 
The subsequent course may follow any of three 
directions: (a) cure, (b) incomplete recovery, or 
(¢) permanent loss of function of cochlea and 
vestibule. Bertoin! reports a case of the last class 
which he believes is more important than it has 
generally been reckoned. The proportion of these 
cases of permanent disability cannot be determined 
from the few on record, but Bertoin found four 
examples of permanent damage out of five patients in 
whom labyrinthine symptoms followed decompression; 
on the other hand he quotes Lestienne’s finding ? 
of permanent damage in only one out of five. A 
remarkable feature of Bertoin’s patient is that, 
when examined 20 days after the accident, he showed 
only a moderate deafness of the right ear (of the 
perception type) with a slight defect of the vestibule ; 
the vertigo gradually improved, though not sufficiently 
to enable him to resume his occupation. But when 
he was seen 10 months later there was almost total 
nerve-deafness and complete inexcitability of the 
labyrinth on the right side. The moral of this is that 
an early prognosis should not be attempted in such 
cases, and until several months have elapsed no 
opinion should be given on the degree of disability. 


DISPOSAL OF SULLAGE WATER 


In military and other camps and in barracks 
without a regular @rainage system the disposal of the 
large volume of dirty water which has been used for 
cooking and for washing men, linen, and dishes 
may present serious difficulties. These are intensified 
if the soil is clay and the camp is to be used for a long 
time, especially if the land is to be brought under 
cultivation when the site is vacated. The discussions 
in the June issue of the Journal of the Royal Army 
Medical Corps of the general problem by Lieut.- 
Colonel E. F. W. Mackenzie and of the chemical 
treatment of sullage water by Major T. F. Kennedy 
may well be of service to those contemplating the 
organisation of camps for civilians or children at short 
notice. Disposal by surface irrigation of large volumes 
of greasy water fouls land to an extent intoler- 
able in times of peace, and, it may be added, puts out 
of action land which might be used for raising food 
in times of war. Discharge into streams has results 
quite as undesirable. Filtration of a liquid containing 
grease and soap, in all states from lumps to emulsions 
and sols, must inevitably be a process of continually 
diminishing efficiency and speed. The objections 
against filters apply to any kind of strainer, especially 
when the liquid is hot and much of the free fat is in 
a fluid state. An effective cold water grease trap 
consisting of three vessels in series can be constructed 
from petrol drums or barrels and a length of piping. 
The vessels are arranged with inlet and outlets so that 
grease and light particles rise and are retained as 
scum floating above the outlets and denser substances 
fall to the bottom, below them, while the flow through 
the system is unimpaired. The trap must be large 
enough to allow time for the cooling of entering 
liquids and for the matters which it is to retain to 
gravitate either as sediment or scum. However 
large the trap it must from time to time be thoroughly 
cleaned, both scum and deposit being removed. 
A long channel—15 feet or more—leading to it can be 
constructed of half section galvanised pipe and this 
will allow enough cooling to facilitate the separation 
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of solids. Recovery of fat may be worth while, even in 
peace time. 

Various chemical precipitants have been tried 
for further purification of the issuing water when the 
camp is occupied for long periods. Ferrous sulphate 
followed by lime has been found the most practical 
precipitant with, if necessary, subsequent chlorination 
of the effluent. It seems probable that ferrous sulphate, 
brought to the ferric state by chlorination (‘‘ chlori- 
nated copperas ’’) might be found even more success- 
ful. The purification effected by this treatment 
seems to be fairly satisfactory but the proportions 
of chemicals used are rather high. There are various 
means available of distributing the purified effluent 
but in this and all the other stages of the work 
intelligent supervision is essential to success. 


OPERATIVE CHOLANGIOGRAPHY 


Two years ago we referred ! to Prof. P. L. Mirizzi’s 
work on operative cholangiography (the direct X ray 
visualisation of the gall-bladder and bile-ducts) and 
in this number he clearly outlines his method and 
conclusions. By the routine injection of 3 ¢.cm. 
of Lipiodol through the cystic duct or gall-bladder, 
or by direct puncture of the common bile-duct, the 
common duct has been adequately visualised on the 
operating table ; in his last (fourth) series of 100 cases 
the surgical procedure required has been carried out 
with no mortality. In 55 patients in whom the 
common duct presented a normal evacuation, chole- 
cystectomy or some other standard procedure was 
carried out and the abdominal wall was closed without 
drainage ; it is evident that cholangiography played 
a valuable part in limiting the surgical exploration 
of the common duct to those cases in which it was 
clearly indicated. This is a point upon which there is 
some divergence of opinion ; some surgeons, Maingot * 
for instance, advocate exploring the common bile- 
duct in all cases of gall-stones; others, however, 
limit exploration of the common duct to those cases 
in which it appears dilated or contains palpable stones, 
and to those in which there is a history of recent 
jaundice. Operative cholangiography would appear 
to give valuable aid to the surgeon in deciding this 
point in technique, and also in indicating those 
patients who may be prone to develop post-chole- 
cystectomy colic or “ biliary dyskinesia.” McGowan 
and others * have shown that patients with intractable 
biliary dyskinesia have not only a high intraduodenal 
pressure, but a high pressure in the common bile- 
duct. The duodenal changes may be partly due to 
spasm, which can be relieved by the administration of 
nitro-glycerin gr. 1/100 orally (Best and Hicken *), 
amyl nitrite, or atropine; if, however, organic 
fibrosis in the sphincter of Oddi or the neighbouring 
duodenal wall has taken place, no relief from drugs 
can be expected and prolonged drainage of the 
common bile-duct by a T-tube will be required. 

Cholangiography is undoubtedly an extremely 
valuable method for observing the progress of these 
cases after T-tube drainage has been instituted for 
varying periods; sometimes in spite of negative 
surgical findings a dilated common duct is caused by 
impaction of a stone, and after T-tube drainage a 
delayed cholangiogram may reveal the typical 
rounded filling defect at the lower end of the duct. 
Best 5 has recently made a useful contribution to 
the treatment of “the remaining common duct 
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stone”; the duct is flushed through daily with warm 
saline solution through the T-tube, and 10-30 c.cm. 
of warm sterile olive oil then instilled; anti- 
spasmodics such as nitro-glycerin and atropine are 
given on alternate days, and in a number of cases 
the residual stone or stones have been passed safely 
into the duodenum. His paper is illustrated with 
some perfect examples of the cholangiogram. 


DIAGNOSIS OF ADRENAL INSUFFICIENCY 


ELECTROLYTE metabolism is well known to be 
abnormal in Addison’s disease and attempts have 
been made to apply this knowledge to the diagnosis 
of doubtful cases. The subnormal concentration of 
sodium and chlorine and high level of potassium and 
urea in the serum, which are usually ! but not always 2 
present, are not in themselves pathognomonic, 
similar values being sometimes found in uremia. 
In 1933 Harrop, Weinstein, Soffer, and Trescher * 
suggested the use of a salt-poor diet for the purpose of 
diagnosis: they reported that after 4—5 days on this 
diet cases of adrenal insufficiency showed exacerba- 
tion of symptoms, even to the stage of acute crisis, 
and increased changes in the blood chemistry, whereas 
control subjects showed no clinical and only minimal 
chemical changes. Although the value of this test 
has been confirmed by various workers, its use is not 
without danger, and a fatality has been recorded.* 

A modification has now been put forward by Cutler, 
Power, and Wilder * from the Mayo Clinic. Its authors 
make use of the observations of Wilder et al,® that 
administration of potassium salts to a patient with 
Addison’s disease causes a much increased output 
of sodium and chlorine in the urine. For the purpose 
of test the patient is placed on a diet low in salt, 
the daily intake being 0-59 g. sodium and 4-1 g. 
potassium. Potassium citrate, in dose equivalent to 
33 mg. of potassium per kg. of body-weight, is given 
on the first and second days, and urine is collected for 
four hours on the morning of the third day, 20 c.em. 
of fluid per kg. of body-weight being administered 
before 11 a.m. At the end of the test an immediate 
therapeutic intravenous injection of one litre, con- 
taining 50 g. glucose, 10 g. sodium chloride, 5 g. 
sodium acetate, and 20 c.cm. of active cortical extract, 
is given. Under this régime considerable overlapping 
was found in the serum concentrations of sodium, 
chlorine, potassium, and urea in normals and in 
patients with Addison’s disease, but there was a clear- 
cut distinction in the concentrations of sodium and 
chlorine in the urine, irrespective of the levels in the 
serum, The sodium concentration in the urine in the 
Addison’s disease patients had a mean value of 207 mg. 
per 100 c.cm. (range 165-282), whereas the mean 
value in the control patients was 22-4 mg. per 100 c.cm. 
(range 6-85); the corresponding chlorine figures 
(expressed as Cl) were 293 mg. per 100 c.cm. (range 
229-356) in Addison’s diseasé, and 54 mg. per 100 c.cm. 
(range 17-141) in the controls. Because of its 
simplicity the determination of the chlorine concentra- 
tion in the urine on this standard régime is suggested 
as a test for adrenal insufficiency. The new test has 
an advantage over that suggested by Anderson and 
Lyall? in that it is available even when there is 
no great fall in the serum chloride. It is clear that in 
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any test for adrenal function the intake of potassium 
must be controlled as carefully as that of sodium, 
and it is claimed that this modification, with only 
52 hours’ deprivation of salt, is safer than the previous 
test involving a longer period. Nevertheless such tests 
should be undertaken only when it is impossible to 
make the diagnosis in other ways, and in an institution 
where skilled medical aid is immediately at hand for 
any emergency. 


THE LEAGUE AND THE OPIUM TRAFFIC 


At the recent meeting of the Advisory Committee 
on the Traffic in Opium at Geneva it was reported 
that 60 States had ratified the Hague Convention of 
1912, 54 the Geneva convention of 1925, and 64 the 
Limitation Convention of 1931, but that the Con- 
vention of 1936 for the Repression of Illicit Traffic 
in Dangerous Drugs remained still unratified. Only 
6 governments have as yet deposited their ratifications 
of the last-named convention, whereas 10 are required 
before it can come into force. In Argentina and 
Uruguay State monopolies in narcotic drugs have 
lately been established. In Czechoslovakia there 
has been new legislation to give effect to the con- 
ventions of 1912, 1925, and 1931. As regards 
“addiction ” it was reported that in Canada and the 
United States there has been a notable reduction in 
the number of addicts; in the former the decrease 
in the last ten years has been from 8000 to 4000, 
in the States the fall has been from 1 per 1000 to 
2 or 3 per 10,000. Attention was called to the general 
and large increase in the manufacture and in the 
consumption of morphine in 1936, the last year for 
which complete statistics are available. The manu- 
facture of morphine rose from 30-8 tons in 1935 to 
36-8 tons in 1936, an inerease of approximately 
20 per cent. The manufacture of codeine rose by 
approximately 22 per cent. and that of dionine by 
40 per cent. In 1935 the manufacture of heroin 
amounted to 670 kg. and in 1936 to 870 kg. The 
outstanding fact in regard to the increased world 
production of morphine is that such increase is 
mainly due to an abrupt increase in the amount of 
morphine used for conversion into other drugs, 
particularly codeine and dionine. 

As regards illicit traffic, its volume in certain 
countries, notably the United States and Canada, 
has decreased. In Yugoslavia the position occasions 
serious apprehension; in Bulgaria legislation is 
promised which it is anticipated will effect improve- 
ment. In the Far East the situation continues to 
deteriorate. In North China legal supervision has 
ceased to exist. Unlimited supplies of raw materials 
and crude morphine proceed from the factory of the 
Manchukuo opium monopoly and Iranian opium 
from Manchuria. In fifteen months 650 kg. of heroin 
from the Japanese concession at Tientsin was 
exported to the United States. 


HOUSE-TO-HOUSE CHARITABLE COLLECTIONS 


Lord Stonehaven’s Bill for regulation of collecting 
charities is meeting better encouragement than 
Lord Kennet’s similar proposals a year ago. The 
Government spokesman in the House of Lords 
admitted that there were abuses which called for 
fresh legislation; he supported the second reading 
last March on condition that Lord Stonehaven 
allowed his Bill to go before a joint committee of 
both Houses. The committee’s report (H.L. 185, 
price ld.) states that legislation is definitely required 
and that the Bill, amended in specified particulars, 
should be reintroduced next session. The Stonehaven 
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Bill proposed to prohibit unlicensed collections made 
from house to house or in any place of entertainment 
or refreshment. The committee accepts the prohibi- 
tion for house-to-house collections (though this 
restriction has been capable of circumvention in the 
measures taken against share-pushing), but does not 
think the Bill should apply to places of entertainment 
or refreshment, arcades and forecourts which are private 
property but to which the public have access, railway 
stations, or sports grounds. The committee wants 
to see how the new law would work in regard to 
house-to-house collections before extending it to these 
other places. In some respects, on the other hand, 
the committee wants the Bill stiffened; the £5 
penalty is inadequate, and the Bill should cover the 
offer of goods or articles for sale purporting to be in 
any degree for charity. The report contemplates 
regulations to be made by the Home Secretary, in 
consultation with charitable organisations, for obliging 
the collector to wear a badge and to carry a written 
authority authenticated by the promoter and signed 
by the collector; for prescribing a minimum age ; 
for requiring information as to the proceeds and 
expenses of the collection ; and generally for prevent- 
ing fraud and nuisance. A local chief of police would 
be allowed to exempt minor collections in specific 
cases. Collections for the big hospitals may be covered 
by the committee’s recommendation that ‘ national 
charities’ should be exempt from the necessity of 
obtaining licences from the police, though in all other 
respects the exempted charities are to comply with 
the regulations affecting the conduct of the collection. 
There seems nothing here to which a genuine charity 
can object. Hospitals are already familiar with the 
scarcely dissimilar regulations governing street 
collections. The public will doubtless welcome any 
change of the law which will penalise frauds of a 
peculiarly mean type such as are occasionally 
revealed. 


SULPHANILAMIDE AND THE ALKALI RESERVE 


For some time it has been recognised that patients 
receiving sulphanilamide may develop vertigo, nausea, 
and anorexia, and occasionally these are so severe that 
administration of the drug must be suspended. 
Eighteen months ago Southworth ! observed “clinical 
acidosis,’ or hyperpneea, in 2 of his patients ; and in 
these 2, as in 13 others, determination of the alkali 
reserve showed a substantial, though variable, fall 
below the normal. These findings were later con- 
firmed, and from experiments on dogs it was concluded 
that sulphanilamide causes a true acidosis by inter- 
fering with absorption of bicarbonate in the renal 
tubules; hence administration of alkali with sulph- 
anilamide has been advised. Hartmann, Perley, 
and Barnett? however have now demonstrated 
that although the alkali reserve falls, and bicarbonate 
is excreted in the urine, the pH of the serum remains 
constant or even rises, and they think that the fall 
in alkali reserve is an attempt to compensate for a 
gaseous alkalosis due to hyperpnea. A child under 
their observation developed signs of tetany, with a 
serum pH of 7-55, when hyperpncea was extreme ; 
and when sulphanilamide was given to a subject 
whose alkali reserve had already been depressed by 
the administration of ammonium chloride, hyper- 
pneea occurred but the urinary pH showed no signifi- 
cant change. This work seems to prove that in 
patients treated with sulphanilamide the hyper- 
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pnea is primary, and the fall in alkali reserve is 
compensatory. To this gaseous alkalosis some of the 
early symptoms of intolerance may be due; _ but 
compensation is soon established, with return to 
normal of the serum pH, while both alkali reserve 
and alveolar CO, are lower than before. It is obvious 
that interpretation of the alkali reserve of patients 
treated with sulphanilamide will be peculiarly difficult; 
for true acidosis may develop if hyperpnoea ceases, and 
alkalosis if alkali is administered even in moderate 
amounts—e.g., in the treatment of urinary infections 
due to coliform organisms. How the sulphanilamide 
causes the hyperpnea is not yet clear, but it is 
possible that it does so through the Herring-Brown 
reflex, affecting it centrally. If this is so, it is the only 
reproducible action of sulphanilamide on the central 
nervous system of human beings which has yet been 
recognised ; though animals, after massive doses, have 
shown a paresis. 


JEWISH DOCTORS IN THE THIRD REICH 


Wipe publicity has already been given to an 
edict by which the licence to practise medicine will 
be withdrawn from all Jewish doctors in the German 
Reich on Friday, Sept. 30th. It was signed in Bayreuth 
by Chancellor Hitler, the Minister of the Interior, 
the Deputy Leader of the Nazi Party, and the Ministers 
of Justice and Finance. It recalls the intention to 
solve in successive stages what is called the Jewish 
question. An earlier edict had the effect of purging 
public life by the elimination of Jewish holders of 
official appointments ; the aim of this, the fourth, 
edict is to keep the Jews remote from the body of the 
German people. From Sept. 30th on no Jewish 
doctor will be at liberty to treat a person of “* German 
blood” ; he is also expressly forbidden to replace his 
legitimate medical practice by that of the unauthorised 
healer. Notice of surrender of tenure of his consulting- 
rooms must be given by Monday, August 15th. 
Under the edict the Minister of the Interior, at the 
suggestion of the Reich Medical Council, may permit 
a Jewish doctor to remain in medical practice on a 
revocable basis, but apart from his wife and children 
he will be limited to treating his fellow Jews. Jewish 
doctors who were at the front in the war years may 
receive a maintenance grant from the Reich Medical 
Council, revocable at any time. Penalty for non- 
observance of the edict will be imprisonment up 
to a year plus a money fine, or one or other of the two. 

Our Vienna correspondent is right in assuming 
that these facts will interest members of the profession 
in this country. The last paragraph of his letter on 
p. 395 gives an idea of the numbers of those affected. 


MEDICINE IN SHAKESPEARE’S TIME 


In 1599 only two years after its first publication 
in France appeared an English translation by Richard 
Surphlet of a book by André du Laurens entitled 
A Discourse on the Preservation of Sight. The 
enterprise of the Shakespeare Association has now 
made this rare book available in facsimile! as one of 
a series designed “‘ to illustrate the life and thought of 
Shakespeare’s England.” A preliminary essay by 
Sanford V. Larkey tells us what is known of du 
Laurens and of Surphlet. The former graduated 
in medicine from Montpellier where he later became 
a professor of medicine, and was physician in ordinary 
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to the King, Henri IV. Surphlet was a student of 
Trinity College, Cambridge, but apparently never 
proceeded to a degree, and accordingly describes 
himself not as a doctor of medicine but as “ practi- 
tioner in Physicke.” He practised at Lynn in 
Norfolk where he acquired a reputation for skill in 
couching for cataract. Mr. Larkey testifies that 
his translation is an accurate and faithful reproduction 
of the original work and it reads easily. The work 
itself is much more comprehensive than its title 
suggests. It actually contains not one but four 
separate discourses, the first dealing with the sight ; 
the second, almost as long, ‘‘ wherein are handled the 
diseases of Melancholie’’; the third “ wherein is 
handled the breeding of Rheumes”’; and the fourth 
‘“‘wherein is intreated of Old Age.” All four are, 
as Surphlet tells the reader, stuffed full of physic .. . 
philosophy . . . and pleasantness. It is astonishing 
how much was already known about the eye and its 
diseases at that time. There are of course many 
gaps in the descriptions, but comparatively few 
flagrant errors. The account of the muscles of the 
eyeball, for example, is not only accurate but 
picturesque : ‘ We will give for sport sake unto every 
muscle his proper name and so that which draweth 
the eye upward shall be called proude and haughtie : 
and that which moveth it downward humble and 
lowly : that which moveth it toward the nose reader 
or drinker, because in reading or drinking we turne 
our eyes toward our nose: the fourth which moveth 
the eye toward the lesse corner disdainefull or angrie 
for that it makes us look awrie: the two oblique 
or circular ones shall be called rowling and amorous, 
because they make the eye to move privilie and to 
cast out wanton glaunces.”’ 

The discourse on Melancholie elucidates much 
that is puzzling to the modern reader of Shakespeare. 
That on Rheumes is shorter and slighter as is also the 
treatise on old age, of which according to du Laurens 
the first stage, the “ green old age,”’ begins at 50. 


JUNGLE YELLOW FEVER 


Two and a half years ago Dr. F. L. Soper, of the 
Rockefeller Foundation, gave an address in London ! 
describing the discovery of jungle or “ silvatic ” 
yellow fever in South America, where evidence of 
acquired immunity has been found over two-thirds 
of the continent and where wild monkeys form a 
a reservoir of infection. This discovery complicated 
the issues yet further ; indeed, the more the problem 
of yellow fever is understood, the more formidable it 
appears. At its recent session the permanent commit- 
tee of the Office International d’Hygiéne publique ? 
paid this disease, as usual, close attention. From 
Brazil it was reporteds that a vast region covering 
parts of the States of Minas Geraes, Rio de Janeiro and 
Sao Paulo is infected. A high death-rate has been 
observed there among howler monkeys, and many 
thousands of protection tests carried out with the 
serum of different wild animals seem to confirm the 
opinion that several species of monkeys help to spread 
the fever. It is not yet known, however, how the 
virus is preserved from one season to another in the 
south of Brazil, where several months go by each 
year without any human cases of yellow fever coming 
to light. For mass immunisation use is now made 
of a pantropic virus known as Virus 17p, obtained 
by culture on chick embryo from which the central 
nervous system has been removed. This vaccine, 
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which has in this way lost the greater part of its 
neurotropic virulence, is said to confer a definite 
immunity which begins three weeks after inoculation ; 
in 90 per cent. of the cases no reaction is noted and 
in the remaining 10 per cent. it is slight. Considerably 
more than 200,000 persons have now been inoculated 
in Brazil by this method. 

Mouse-protection serum tests, performed on 367 
persons, were also reported from the Dutch colony 
of Surinam. In the capital, Paramaribo, positive 
results were obtained in 57 per cent. of those who had 
lived in the colony before 1908 (the date of the last 
epidemic of yellow fever), but in only 11 per cent. 
of those who had gone to live there since that date. 
For Indians and forest natives the rate was similar 

i.e., 16 per cent. in each group. The tentative 
conclusion is drawn that while the townspeople have 
been subjected to the influence of temporary 
epidemics, the inhabitants of the forests suffer from 
the effects of an endemic yellow fever, comparable 
with the jungle yellow fever of South America. 
This conclusion finds support in the fact that men 
working in the woods of the interior show a positive 
rate six times higher than their womenfolk, whose 
occupations are more sedentary. 


BURNING WARTS ; 

A NEW way of treating warts is described by 
Dr. J. Avit-Scott.1 The apparatus required consists 
of a thin piece of copper plate, about 6 in. by 4 in., 
drilled with holes of different sizes, one line of holes 
being close to one side of the plate to facilitate the 
treatment of warts in relatively inaccessible places. 
A small supply of Meta solid fuel (metaldehyde) 
is also needed. The operator now chooses a 
hole in the plate big enough to admit the wart and 
to leave about 1 mm. of skin exposed all round. 
Holding the plate firmly against the skin, with the 
wart bulging through the appropriate hole, he takes 
up a piece of meta about twice the size of the wart 
in a pair of toothed forceps, lights it, and applies it 
directly to the wart. The procedure is painless 
until the wart is destroyed and the burning should 
be continued until the patient begins to feel the heat. 
When the plate is removed the wart looks grey and 
can either be peeled off—in which case a small moist 
area is left—or left to separate spontaneously, which 
takes a day or two but is preferable. During the 
actual grilling of the wart a small explosion may be 
heard ; Dr. Avit-Seott attributes this to the bursting 
of a blister which probably forms below the wart. 
To ensure steady burning he places a small circular 
metal screen round the meta fuel. 


THE MINISTER OF HEALTH’S FORECAST 


In signing for the first time the annual report of the 
Ministry of Health (which appears this week *) Mr. 
Walter Elliot surveys with satisfaction progress made 
both in environmental and personal health services 
but adds “there is no justification for regarding the 
present as a final stage beyond which little or no 
improvement can be expected.” We have not yet 
finished the clearing of the slums, nor abolished 
overcrowding even of the grosser kind, nor provided 
adequate housing for the countryside. We cannot, 
he says, afford to lose every year nearly 2000 mothers 
in childbirth and more than 35,000 children under the 
age of one. The process which has added inches in 
height and nearly a stone in weight to our young 
people, especially in our industrial towns, is still 
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* Nineteenth Annual Report of the Ministry of Health. 
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under way, but we are only beginning to realise how 
much can be done even for those who are at present 
considered normal and fit. Organised knowledge, 
energy, and good will have still great contributions 
to make towards the well-being of our people. Mr. 
Elliot suggests that in future years the health records 
of to-day will be read with the same incredulity with 
which we now read those of a century ago. 


BRITISH ASSOCIATION AT CAMBRIDGE 

Next Wednesday evening at 7 p.m. Lord Rayleigh 
will open the Cambridge meeting with an address, 
entitled ‘‘ Vision in Nature and Vision aided by 
Science,” continuing the philosophic survey intro- 
duced by his predecessor, Arthur Balfour, from 
the presidential chair 34 years ago when the Associa- 
tion last met at Cambridge. In his concluding remarks 
Lord Rayleigh will deal with a matter lying at present 
so heavy on philosophers—namely, the responsibility 
of scientific progress for present-day conflicts. There 
is no section of physiology this year on account 
of the simultaneous meeting of the International 
Physiological Congress at Zirich, but the section of 
chemistry, as we have already noted, is full of interest 
for scientific medicine. On the following Tuesday 
morning Sir Gowland Hopkins will introduce a 
discussion of the repercussions of synthetic organic 
chemistry on biology and medicine, and he will be 
followed by Prof. E. C. Dodds, Prof. L. Ruzicka, 
Mr. A. 8S. Parkes, Se.D., Prof. J. W. Cook, Dr. T. 
Reichstein, and Prof. A. R. Todd. Apart from this 
more special interest the programme of the meeting 
reflects the intention to trace the repercussions of 
science upon social development which has now 
become one of its avowed objects. The journal of 
transactions issued in advance shows the president 
of the section of geology speaking on developments 
in evolution, and the sections of botany and zoology 
discussing jointly the mechanism of evolution. 
Of particular interest is Prof. A. E. Trueman’s thesis 
of parallel evolution of a similar kind in different 
groups of animals, some of which is clearly out of 
harmony with their environment. In the section 
of economics Mr. G. H. Marshall dealing with pro- 
fessionalism will consider the bearing of the emergence 
of a small but influential class which cannot be 
identified either with the capitalists or with the 
proletariat. Will it evolve a system of conduct 
of its own? In the section of psychology studies by 
Dr. L. 8. Penrose and Dr. William Brown on mental 
hygiene and personality will be followed by an after- 
noon given up to the question, introduced by Prof. 
F. C. Bartlett, of friendliness and unfriendliness 
between different social groups, leading to a study of 
generalised foreign politics in terms of integral 
salculus. The perennial interest in man’s ancestors 
finds expression in a symposium on Friday dealing 
with the Swanscombe find, in which Sir Arthur 
Keith and Prof. Le Gros Clark will take part; and 
anthropology will be brought to earth by Dr. Margaret 
Murray who will commend Cambridge itself as a 
proper field for anthropological investigation. 


INDEX TO “THE LANCET,” Vor. I, 1938 


THE Index and Title-page to Vol. I, 1938, which 
was completed with the issue of June 25th, is now 
ready. A copy will be sent gratis to subscribers on 
receipt of a post card addressed to the Manager of 
THe Lancet, 7, Adam-street, Adelphi, W.C.2. Sub- 
scribers who have not already indicated their desire 
to receive Indexes regularly as published should do 
so now. 
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SPECIAL ARTICLES 


THE ROLE OF THE ANTERIOR 
PITUITARY IN LACTATION 
A REVIEW OF RECENT WORK 


By 8. J. Fotuey, M.Se., Ph.D. Manch. 


PHYSIOLOGIST, THE NATIONAL INSTITUTE FOR RESEARCH 
IN DAIRYING, UNIVERSITY OF READING 


THE view was once-widely held that, in the normal 
animal, lactation began soon after parturition as a 
result of the removal of the stimuli causing growth 
of the mammary gland during pregnancy. A new 
impetus to the study of the endocrine mechanisms 
concerned in lactation was provided by the work 
of Stricker and Grueter (1928), who showed that 
injections of alkaline extracts of anterior pituitary 
caused milk secretion in rabbits ovariectomised near 
the end of pseudopregnancy. This important dis- 
covery, which was confirmed and extended by Corner 
(1930) and by others, gave rise to the conception that 
lactation is induced by a positive hormonal stimulus 
from the anterior pituitary gland. It is of interest 
to note that the extracts used by Corner appeared 
to contain a principle causing mammary development, 
since he was able to induce lactation, by injections of 
anterior-pituitary extracts, in ovariectomised rabbits 
which, as far as could be ascertained, had never 
ovulated and whose mamme therefore had never come 
under luteal influence. For further evidence of the 
presence in the anterior lobe of the pituitary of a factor 
which stimulates mammary growth see Gomez and 
Turner (1937a, 1938), who claim that administration 
of cestrogens causes the anterior pituitary to secrete 
hormones promoting mammary growth (‘“ mammo- 
genic hormones ”’). 

Subsequently, injections of anterior-lobe extracts 
have been shown to stimulate lactation in adequately 
developed mammary glands in numerous species— 
@.g., guinea-pig (Nelson and Pfiffnmer 1930-31), 
rabbit (Turner and Gardner 1931, Lyons and Catchpole 
1933a), cat (Turner and De Moss 1934), dog (Lyons, 
Chaikhoff, and Reichert 1933, Gardner and Turner 
1933), ferret (McPhail 1935a), sow (Gardner and 
Turner 1933), goat (Asdell 1931, Evans 1933), cow 
(Grueter and Stricker 1929, Catchpole, Lyons, and 
Regan 1933), and monkey (Riddle, Bates, and 
Dykshorn 1933, Allen, Gardner, and Diddle 1935). 

Although animals hypophysectomised late in 
pregnancy may give birth to live young either at 
normal term or a little later, lactation is either 
transient (Selye, Collip, and Thomson 1933a and b 
for the rat and mouse, Pencharz and Lyons 1934 
for the guinea-pig) or is altogether absent (see 
Pencharz and Long 1933, Bergman 1934 for the rat, 
Nelson 1935 for the guinea-pig, McPhail 1935a for 
the ferret, McPhail 1935b for the cat, Houssay 1935 
for the dog). Hypophysectomy performed during 
lactation leads to complete cessation of milk secretion 
(Selye, Collip, and Thomson 1933b for the mouse, 
Nelson 1935 for the guinea-pig, McPhail 1935a and b 
for the cat and ferret, Houssay 1935 for the dog). All 
this evidence strongly suggests that the anterior 
lobe of the pituitary is the source of one or more 
lactogenic substances. 





LACTOGENIC AND ALLIED FUNCTIONS 


Attempts to obtain extracts of high lactogenic 
potency as free as possible from other pituitary 











hormones have been made. Such attempts were 
apparently assisted by the diseovery (Riddle and 
Braucher 1931, Riddle, Bates, and Dykshorn 
1933) that lactogenic pituitary extracts also possessed 
the ability to cause growth of the pigeon crop-gland. 
On the assumption that lactogenesis and growth of 
the pigeon crop-gland are due to the same substance, 
this discovery provided a very convenient means 
of assay of lactogenic preparations. It is perhaps 
unfortunate that assay methods depending on 
stimulation of pigeon crop-gland growth should be 
so widely used (see Riddle, Bates, and Dykshorn 
1933, McShan and Turner 1936, Lyons 1937, Rowlands 
1937) since they are founded on a physiological 
response so far removed from lactation itself. It 
is clearly desirable that an assay method based on 
initiation or stimulation of normal lactation should 
also be used. Attempts have been made to develop 
assay methods based on the initiation of secretion 
in the mammary glands of pseudopregnant rabbits 
(Gardner and Turner 1933) and of guinea-pigs 
hysterectomised during pregnancy (Nelson 1934), 
but for reasons given below such methods are far 
from satisfactory. 

The name “ prolactin’ suggested by Riddle for 
the lactogenic factor of the anterior pituitary gland 
is most commonly used at the present time, but as 
prolactin is nearly always assayed on the basis of its 
ability to stimulate growth -of the pigeon crop- 
gland, it seems more satisfactory to restrict the 
use of the name prolactin to the anterior-lobe factor 
which is known to possess the power to stimulate 
crop-gland growth, but which has not necessarily 
been shown to exert true lactogenic activity in 
mammals, A substance should not be described as 
lactogenic until it has been demonstrated that, in 
mammals, the injection of the substance under suitable 
conditions stimulates the production of milk of normal 
composition. The demonstration that the administra- 
tion of a pituitary extract induces the formation of 
a few drops of fluid with the superficial appearance of 
milk in the mammary gland of a rabbit or rat is not, 
per se, satisfactory evidence that the extract is 
lactogenic. In this article, therefore, the term pro- 
lactin is used in respect of anterior-pituitary extracts 
which possess the power of causing growth of the 
pigeon crop-gland without prejudice to the question 
whether or not they possess true lactogenic activity 
in the sense defined above (see also Folley and 
Young 1938). 

Methods of preparing prolactin of high potency, 
and comparatively free from thyrotropic, gonado- 
tropic, and growth hormones, have been described 
by Bates and Riddle (1935) and Lyons and Catchpole 
(1933b). Recently Lyons (1937) has effected a 
partial separation of prolactin from the adreno- 
tropic hormone, and White, Catchpole, and Long 
(1937) have reported the preparation from the 
anterior pituitary gland, of a crystalline protein 
which stimulates growth of the pigeon crop-gland. 

In some instances lactation can be maintained in 
hypophysectomised animals by injections of relatively 
crude anterior-pituitary extracts (Lyons, Chaikhoff, 
and Reichert 1933, Houssay 1935, McPhail 1935a), 
but evidence has been accumulating (Nelson and 
Gaunt 1936, Gomez and Turner 1936a) to show 
that such is not the case when partially purified pre- 
parations of prolactin are used. From the work of 
Nelson and Gaunt (1936, 1937) and of Gomez and 
Turner (1936b, 1937a and b) it appears that in addition 
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to prolactin, administration of either eines autem. 
hormone or anterior-pituitary adrenotropic hormone 
is necessary for lactation in hypophysectomised 
animals, Since the thyroid glands are intimately con- 
cerned in lactation (Graham 1934a and b, Folley and 
White 1936), it might be expected that the removal of 
thyrotropic hormone from prolactin preparations 
during purification, would substantially decrease 
their power of promoting lactation in hypophysec- 
tomised animals. In view of the above-mentioned 
work, however, and since lactation cannot be initiated 
in hypophysectomised animals by the administration 
of prolactin together with thyroxine or thyrotropic 
hormone (Gomez and Turner 1937a), such does not 
appear to be the case. 


QUALITY AND QUANTITY OF MILK 


The important question of the composition of 
the fluid secreted by the mammary gland under 
the stimulus of pituitary preparations has not 
received sufficient attention, though Bergman and 
Turner (1937) compared the composition of the milk 
secreted by pseudopregnant rabbits under the stimulus 
of anterior-lobe extracts with that of normal rabbit 
colostrum and concluded that the two were similar as 
regards total solids and lactose percentages. Similar 
results with rabbits have been reported by Folley 
and Young (1938). Bound up with this is the question 
of whether or not the administration of anterior- 
pituitary extracts can stimulate established lactation 
and, if so, is the effect of such treatment on the 
chemical composition’ of the milk undesirable or 
otherwise ? This matter is of some moment in clinical 
practice in view of the increasing number of attempts 
to correct deficient lactation in women by endocrine 
treatment. It is therefore of great importance to 
study the effect, on established lactation, of the 
various hormones contained in anterior-pituitary 
extracts, paying attention not only to changes in the 
volume of milk secreted in unit time—i.e., the rate of 
milk secretion—but also to changes in the chemical 
composition of the milk due to the treatment. 

Grueter and Stricker (1929) showed that injections 
of alkaline anterior-lobe extracts augmented milk 
secretion in lactating cows, while Stockklausner and 
Daum (1932) found that injections of crude anterior- 
lobe extracts retarded the normal decline of lactation 
in cows. Azimov and his collaborators (Azimov, 
Skarzhinskaja, and Pchelina 1933, Azimov, Lapiner, 
and Skarzhinskaja 1934, Azimov and Krouze 1937) 
found that in lactating cows, single injections or 
courses of repeated injections of alkaline extracts 
of anterior pituitary caused temporary increases in 
milk yield. Their last paper described experiments 
on 510 experimental cows and 90 control animals. 
The injections appeared to have most effect on the 
milk yields of cows in early lactation and evidence 
was obtained that anterior-pituitary injections given 
near the peak of lactation would increase milk yield 
above the normal maximum. The composition 
of the milk secreted during the period of increased 
yield following the injections was normal. Folley 
and Young (1938) have examined the lactogenic 
action on lactating cows of single injections of anterior- 
lobe .extracts prepared in various ways. In a series 
of extracts with various physiological properties 
they found that the ability to stimulate the secretion 
of milk of normal composition was closely correlated 
with the glycotropic (‘‘ anti-insulin”’) (Young 1936) 
activities of the preparations rather than with their 
pigeon crop-stimulating activities. Further they 
have obtained evidence of the presence of more than 
one lactogenic factor in the anterior pituitary. 
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Stimulation of established lactation in goats by 
injections of hypophyseal extracts was reported by 
Grueter (1931), while according to Asdell, Brooks, 
Salisbury, and Seidenstein (1936) anterior-pituitary 
injections may in some cases increase the rate of 
milk secretion in goats during late lactation but 
have no effect at the peak of lactation. It will 
be noted that this finding differs from that of Azimov 
and Krouze (1937) in the cow. In the ewe, Kabak 
and Kisilstein (1934) and Kabak and Margulis (1935) 
have reported stimulation of lactation with anterior- 
lobe extracts, while Kurzrok, Bates, Riddle, and 
Miller (1934) considered that they obtained some 
success in the correction of subnormal lactation in 
women by prolactin treatment. 

It is important to note that in all the experiments 
just considered, the extracts used must have contained 
other anterior-lobe hormones besides prolactin. As 
far as is known no study has yet been carried out of 
the effect on established lactation of prolactin free 
from other anterior-pituitary hormones, if indeed such 
a preparation has ever been made. At the present 
time it is therefore impossible to say what effect 
prolactin itself exerts on the yield and composition 
of milk. 


REFERENCES 
Allen, E., Gardner, W. U., and Diddle, A. W. (1935) Endo- 
crinology, 1 9, 305. 
Asdell, 8. (1931) Cornell Vet. 21, 147. 


iste H. J., Salisbury, G: W., and Se eepeeteee, H. R. 
(1936) Mem. Cornell agric. Exp. Sta. No. 198. 
Azimov, G. J., and Krouze, N. K. (1937) J. Dairy Sci. 20, 289. 
= Lepiner, M., ,and Skarzhinskaja, M. (1934) Probl. Zhivotn. 
18. 


No. 4 
co Skaiahinskasa, M., and Pchelina, V. (1933) Ibid, No. 5, 

Bates, ht ‘w., and Riddle, O. (1935) J. Pharmacol. 55, 365. 

Bergman, + . a and Turner, C. W. (1937) J. biol. Chem. 120, 21. 

Bergman, (1938) Acta brev. *neerl. Pliysiol. 4, 81. 

pn . R., Lyons, W. R., and Regan, W. M. (1933) 

. exp. Biol., N.Y. 31, 301 

Corner, G (1930) Amer. J. Physiol. 95, 

Evans, E. My ass) Proc. Soc. exp. Biol., v ¥. 30, 1372. 

Folley, 8. J., and White, P. (1936) Proc. roy. Soc. B, 120, 346. 
— and Young, F. G. Coen) Soe". roy. Soc. B. In the press. 

Gardner, W. U., and Turner, C. W. (1933) Res. Bull. Mo. agric. 

Exp. Sta. No. 196. 
Comes. E. T., and Turner, C. W. (1936a) Proc. Soc. exp. Biol., 


34, 404. 

(1936b) Ibid, 35, 365. 
(1937a) Res.’ Bull. Mo. agric. Exp. Sta. No. 259. 
(1937b) Proc. ps. —o Biol., N.Y. 36, 78. 
(1 938) Ibid, 37 
Graham, W. tigsda) J. 1 Nudrit. 7, 407. 

— (1934b Bete) Fae 1368 
Grueter, F. (1931) Proc. 2nd Int. ¢ Sex Res. p. 443. 
and. Stricker, s (1929) Klin V schr. 2322. 
Houssay, B. A. (193 5) C.R. Soe. Biol. | thy ‘120, 496. 
Kabak, J. M., and Kisilstein, M. (1934) Z. Ziicht. B, 29, 301. 

— and Margulis, Z. 8. (1935) Trud. Dinam. —s 9, 167. 
Kurzrok, R., Bates, R. Ww. , Riddle, O., and Miller, E. G. (1934) 

Endocrinology, 18 

Lyons, W. R. (a87) Proc. Soc. exp. Biol., N.Y. 35, 645. 

— ‘and ¢ Catehpole, H. R. (1933a) Ibid, 31, 305. 

— — (1933b) Ibid, p. 299 

— Chai hof, I. L., and Reichert, F. L. (1933) Ibid, p. 303. 
MoPhatt ast M. K (1gsee) F Proc. roy. Soc. B, 117, 34. 

Pp 
MeShan,, WH. ., and ‘Turner, C. W. (1936) Proc. Soc. exp. Biol., 
N 
Nelson, W. ©. (1934) Anat. Rec. 60, 69. 
(1935 ) Proc. Soc. exp. Biol., N.Y. 33, 222. 
— and 7 Meta R. (1936) Ibid, 34, 671. 


— — _ (1937) ‘bid, 
— and Pfiffner, J 43 (1980-81) Toi, 28, 
Denhesn, R. L., and Long, J. A. (1933) yp - 3 J. Anat, 53, 117. 


— ose W. R. (1934) Proc. Soc. exp. Biol., ‘N.Y. 
1 


31 
Riddle, O. Bates, R. W., and Dykshorn, 8. W. (1933) Amer. J. 
Physiol. 105,'191. 
— and Braucher, P. F. (1931) Ibid, 97, 617. 
Rowlands, I. W. (1937) Guert. J. Pharm, 10, 216 
Selye, H. Solin, 4 . and Thomson, D. L. (1933a) Proce. Soc, 
exp. 'Biol., N.Y. rh 589. 
= * (1933b) "Ibid, 31, 82. 
Stockklausner, F., and Daum, F. (1932) Milchw. Forsch. 13, 448. 
Stricker, by and Grueter, F. (1928) C.R. Soc. Biol. Paris, 





Turner, ro Ww. ,and De Moss, W. R. (1934) Res. Bull. Mo. agric. 


Exp. Sta. ‘No. 207 
— and Gardner, Ww. (1931) Ibid, No. $7 


w hits, A., Catchpole, H. Si. and Long, C. N. 
» 82. 
Young, F. G. (1936) Lancet, 2, 297. 


i! (1937) Science, 














THE LANCET] 


THE AMERICAN SCENE 





THE AMERICAN SCENE 


(FROM AN ENGLISHMAN IN THE UNITED STATES) 


For some time now we have been hearing the 
warning rumbles of what promises to be a refreshing 
thunderstorm in American medical politics. To a 
British mind there is much of interest in the situation 
and I will endeavour to outline it. 

Since the financial disasters of 1929 the attitude 
of a great part of the populace towards the com- 
munal social life has undergone a revolutionary 
change. Till that time it was thought that private 
endeavour should always suffice to succour the 
unfortunate brethren unable to pay their way for food, 
housing, medical attention, or any other of life’s 
necessities. Relief organisations were maintained 
as far as possible by voluntary charity, aided only 
when necessary by grants from local taxation. 
Naturally, big cities had long been obliged to support 
permanent tax-financed free medical care, for 
in America, as elsewhere, large cities have always 
had large indigent populations. But in the years 
immediately after the ‘‘ crash ’” every form of private 
and purely local relief, medical and otherwise, broke 
down. 

Since 1929 there has been complete reorganisation 
of all the relief agencies except those for medical care. 
The passing years have brought an increasing realisa- 
tion that under the present system there is too large 
a proportion of the population which cannot afford 
to pay for, and cannot otherwise obtain, adequate 
medical care. Plain evidence of this dissatisfaction 
is seen in the number of organisations, both private 
and public, which have given their attention to 
the question of the medical care of the populace ; the 
Social Security Board, the United States Public 
Health Service, the child and maternal welfare 
bureau of the Department of Labour, and many 
other government bureaux, commissions, and agencies 
are known to be engaged in studies of health services. 
It is significant that no report of any of these 
investigating bodies has expressed satisfaction with 
the existing state of affairs. 

Plans for improvement are said to be numerous, 
but only one of them has received wide publicity— 
namely, the now famous Principles and Proposals 
of the “‘ Committee of Physicians.”’ Paraphrased, the 
main points of these were two : first, that the present 
arrangements for looking after the ‘“ medically 
indigent ’’ are inadequate ; and second, that it will 
be essential to spend federal moneys through the 
present agencies, and in certain instances through 
new agencies, in order to bring adequate medical 

sare to this class of the population. To British 
eyes these points would seem harmless enough. But 
to the American Medical Association they were 
anathema. The committee arranged that the dele- 
gates of New York State Medical Society should 
bring the proposals before the house of delegates of 
the A.M.A. at the June meeting of the Association 
last year; but the delegates flung out the proposals 
without extensive consideration. Thereafter the 
committee followed the very democratic and quite 
constitutional procedure of publicising their views 
by private lobbying. This action was so bitterly 
attacked by the Journal of the Association that the 
committee thought it advisable to make their views 
and attitude the property of the general public by 
publishing them in the New York Times—a step 
which led to further criticism. Apart from the way 


in which they were introduced, however, the hostility 
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of the A.M.A. to these Principles and Proposals is 
in my opinion based on fundamental political beliefs. 
Since the advent of the New Deal the federal govern- 
ment has extended some form of control (either 
directly, or indirectly by virtue of the distribution of 
federal moneys) to unemployment, to the stock and 
share market, to the farmer, to housing, power 
supply, to the employer-employee relationship, and 
to old-age pensions (‘‘ social security ’’). Each and 
every extension of federal control is strongly opposed 
by the opponents of the New Deal. It is known 
that the present government is deeply interested in 
the necessity for extending medical care to the 
impoverished in the U.S.A. In so far as I know them, 
or know of them, the controlling group in the A.M.A. 
contains a large balance of political opponents of the 
present government. 

Herein then lies the source of the A.M.A. outery 
against ‘‘ socialised medicine,’ which has been a 
political catchword aimed at the suggestions of all 
those who are discontented with the present arrange- 
ments. (In point of fact, no proposals for reform 
remotely resembling socialised medicine have been 
put forward by any group or agency.) Herein, too, 
lies the source of the policy of the Journal of the 
American Medical .Association in emphasising the 
undesirable features of the British health insurance 
system. I find a very high level of misconception 
of British panel practice among practitioners over 
here; and the reason is obvious. (‘‘ The Citadel ”’ 
was a joyous gift to certain editors.) But despite the 
official attitude of the A.M.A., as editorially repre- 
sented, I take leave to doubt that it represents the 
view of the majority of practitioners. My private 
referendum shows the majority to believe that 
extension of the present facilities for the poor is 
necessary, and that in certain districts it will be 
impossible to raise local moneys and agencies to finance 
a proper extension. 

The A.M.A. is constituted similarly to its British 
neighbour. The official attitude of the ‘‘ organised 
medicine ” it represents—enunciated not by popular 
referendum but by the edict of ruling committees 
rendered semi-permanent by apathy and other 
influences—is often far removed from the opinions of 
the majority of its members. Democratic government 
is far from being popular government. Thus it is 
with no little truth that Dr. J. H. Means, in the 
presidential address of the convocation of the American 
College of Physicians, remarked: “‘At the present time 
the electorate of the A.M.A. is apathetic and 
inarticulate because it has no issues, no platforms set 
up to vote for. It is allowing the medical politicians 
to run things about as they please, and official spokes- 
men, like Jove on high Olympus, to hurl their 
thunderbolts of wrath at all who differ orthodox with 
doctrine. As no democracy can be healthy without 
freedom of speech, real issues, and an effective opposi- 
tion party, it is desirable that those who believe 
in popular government bestir themselves to change 
this state of affairs.”* The editor of the Journal 
of the American Association is unlucky in finding 
himself the scapegoat of the present public dislike 
for the policies of the A.M.A. 

The latest conflich concerns the form of group or 
contract practice in which some institution or society 
offers complete medical attention to workers and their 
families in return for regular payments. The 
Association has condemned these as _ unethical, 


1The constitution and attitude of the American Medical 
Association were defended by one of our regular correspondents 

on May 7th last (p. 1073).—Eb. L. 
See Lancet, 1938, 1, 965. 
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but the financial squeeze since 1932 has brought 
into existence an increasing number of them, some 
being initiated by men of high reputation in response 
to local demand. In each and every instance the 
A.M.A., through the State medical society, has 


removed such practitioners from its membership, , 


and it has sometimes succeeded in ousting them from 
hospital staffs and teaching schools. In some States 
indeed an attempt has been made to declare such 
practice illegal. But there is no doubt that refusal 
to sanction such medical insurance systems to groups 
of persons who want them is direct refusal to meet 
a public demand. Both the American Federation 
of Labour, and the Committee for Industrial Organisa- 
tion, the two great trades unions, have endorsed such 
insurance, and in certain States the State federation of 
labour is making plans to introduce legislation to prevent 
the penalising of doctors who undertake such practice.® 

To sum up: apart from the small uninfluential 
group known as the League for Socialised Medicine, 
there is no organised medical group in the United 
States with the objective of either State medicine or 
compulsory health insurance. All that is asked by 
medical men is for something to be done—if necessary 
by the use of Governmental subsidy—and for the 
right of free speech within the framework of the 
A.M.A.; all that is asked by the public is the right 
to conduct group health insurance, in the same manner 
as it has been encouraged (with the blessing of the 
A.M.A.) to indulge in group hospital insurance. 
Meanwhile, the Journal assures us (editorial, Jan. 15th) 
that in Iowa ‘“‘ many county medical societies have 
taken over completely the care of the indigent,”’ 
while in California, Kansas, Michigan, and Wisconsin 
“plans already functioning seem to have solved in 
large degree the question of preventive medicine and 
medical care for the people covered by these plans.” 

It will be some time before public confidence is 
re-established in the A.M.A. as the best guardian 
of its interests. While I do not think that any 
system of State medicine is near (owing to the general 
apprehension of anything to do with the unsavoury 
political life of this country), I cannot see that 
the attitude of the Journal has done anything to 
delay it. 





MEDICINE AND THE LAW 


Motorist Pleads Ignorance of Disability 


A point of principle, emerging in the Clerkenwell 
police-court a few days ago, awaits further examina- 
tion at the Central Criminal Court. A motorist was 
committed for trial on charges of manslaughter and 
other offences under the Road Traffic Act and also 
on a charge of perjury in connexion with his applica- 
tion for a driving licence. He made the prescribed 
declaration that he was not suffering from any defect 
in movement, control, or muscular power of either 
arm or leg. The prosecution said that this was a 
false statement knowingly made. There was medical 
evidence that the defendant suffered from dis- 
seminated sclerosis as the result of trench fever. 
His doctor, who had attended him for about six years, 
stated that he advised the paticht to see a specialist 
two years ago. The specialist confirmed the diagnosis 
of disseminated sclerosis. The magistrate, having 
elicited the fact that the patient had not been 
informed of the specialist’s opinion, inquired ‘‘ What 
does one pay a doctor for ? ”’ 


* Ibid, 1938, 1, 1075; August 6th, 1938, p. 325. 
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It will be interesting to see if the courts are prepared 
to lay down, as a general rule of professional conduct, 
that it is the duty of the practitioner to inform his 
patient of the worst. The patient himself stated 
in the witness-box that he had at one time practically 
lost the use of his legs, but his condition had after- 
wards improved; he had driven various makes of 
car. Until he heard his condition described in court, 
he said, he was entirely unaware of what was wrong 
with him. He pleaded “not guilty” to all the 
charges. On the perjury charge it will be a good 
defence if he was unaware of his disability. The 
question whether he ought to have been told is not 
perhaps relevant to the issue, but it is of general 
concernment on other grounds, 


Litigation following the Croydon Typhoid 
Outbreak 


It was stated in the Court of Appeal at the end 
of July that 198 writs have been issued against the 
Croydon borough council in respect of the typhoid 
epidemic. In 74 cases the plaintiffs have agreed 
that the action brought by Mr. Alfred Read against 
the council shall be treated as a test case. This 
statement was made during an interlocutory appeal 
by the widow of Mr. E. L. T. Perry, an assistant 
master at a Croydon school. Mr. Justice Macnaghten, 
anxious to prevent the widow’s resources from being 
wasted in litigation, had directed proceedings in 
Mrs. Perry’s claim to be stayed until after the decision 
of Mr. Read’s case. Sir Patrick Hastings was able to 
point out that her claim differed from that of Mr. Read. 
Mr. Read was aratepayer and could raise the question 
of a contractual liability between the council and the 
ratepayers. Mrs. Perry, not being a ratepayer, could 
not take this point. Her case was based on the 
allegation that the council was negligent in allowing 
its workmen, when repairing the Addington well, 
to use unsuitable sanitary accommodation. The 
decision of Mr. Read’s case could not help Mrs. Perry. 
Mr. Read’s action was fixed for Oct. 24th. There was 
a prospect that the borough council, if Mr. Read won, 
might be compelled to appeal. It was unfair to keep 
Mrs. Perry waiting while this litigation occupied the 
months and years which might pass in the event of 
an appeal to the House of Lords. The Court of 
Appeal set aside Mr. Justice Macnaghten’s order. 
It was unjust to Mrs. Perry, the judges declared, to 
postpone her case till after trial of Mr. Read’s claim. 
The causes of action were in some ways the same ; 
but one element which appeared in Mr. Read’s action 
was absent from that of Mrs. Perry. Mrs. Perry’s 
case will probably be tried before a jury. 





PARIS 


(FROM OUR OWN CORRESPONDENT) 


LAY DEATH CERTIFICATION 


ARTICLE 77 of the Code Civil imposes on the mayor 
of a community the duty of attending in person on 
the deceased in order to establish the reality of 
his death. This macabre function has in practice 


been delegated to a doctor in some cases and, more 
frequently, to some member of the family. Curious 
to learn what actually happens on these occasions, 
Dr. E. Marquis, director of the Cancer Centre in 
Rennes, has made strict inquiry in three Depart- 
ments sufficiently typical to be representative of the 
whole of France. His findings, recently communicated 











THE LANCET] 


SWEDEN 


[aucusT 13, 1938 393 





to the Academy of Medicine, read like a savage 
burlesque. In some cases the relative of the dead 
person, notifying his death, also declares the cause 
thereof without the aid of any medical certificate. 
It is much easier for this relative to employ such 
terms as a tumour, wear and tear, or old age than to 
commit himself to a more scientific nomenclature, 
Should this relative’s diagnostic acumen and pro- 
ficiency in medical terms fail him, some secretary 
in the mayor’s office takes up the running and dis- 
covers what is in his opinion the most likely cause of 
death. Aided by the vital statistics of the whole 
country, such a secretary finds in them not only a 
liberal choice of medical terms indicative of as many 
different causes of death but he also learns the 
supposed relative frequency of each cause of death, 
and can thus avoid the pitfall of a too monotonous 
preference for one in particular. This may sound too 
fantastic to deserve serious credence ; but Dr. 
Marquis has it first-hand from certain mayoral secre- 
taries interviewed in a propitiously frank frame of 
mind. Indeed, some of them have passed from the 
defensive to the offensive in their suggestion that 
their shots at the causes of death may be nearer the 
mark than those of doctors so haunted by their 
obligations not to divulge any medical secret that 
they turn cancer of the uterus into a fibroid, cancer of 
the stomach into an ulcer, and cancer of the pancreas 
into jaundice. 

Other paraphrases employed by doctors and more 
or less distantly removed from the truth are: ‘ death 
from disease, natural death, or death due neither to a 
contagious nor a transmissible disease.” Many 
of these pseudonyms reflect the wish to avoid any 
reference to cancer whose alleged hereditary character 
renders it a blemish on the family tree. Dr. Marquis 
has found that less than half of all the deaths he 
investigated were in fact attested by a doctor com- 
mitting himself to some cause of death, however 
vague. A comparison between the lay and medical 
death certificates as far as cancer was concerned 
showed that its incidence was twice as great among the 
eases attested by doctors as in the lay group—a 
finding which suggests that however heavily doctors 
veil the truth, their lay competitors are more than a 
match for them in this respect. The same conclusion 
is drawn by Dr. Marquis after comparing the cancer 
mortality indices in towns with a population of more 
than 5000 with smaller and more scattered com- 
munities in which the ratio of lay death certificates 
was relatively high, for the supposed incidence of 
deaths from cancer was relatively high in the larger 
towns. This study by Dr. Marquis has been referred 
to a special commission appointed by the Academy of 
Medicine. 





SWEDEN 


(FROM AN OCCASIONAL CORRESPONDENT) 


. 
TURPENTINE POISONING IN SWEDISH PAINTERS 


For nearly two decades trouble has been brewing 
between the Swedish master-painters and _ their 
workmen over the ill health of the latter. The tur- 
pentine suspected of causing this ill health is not 
always one and the same thing. There are not only 
turpentines and turpentines—pure, impure, and 
perfectly foul—but also turpentine substitutes, mostly 
derived from petroleum, The old-fashioned and 
comparatively pure French turpentine has been more 
and more driven off the market by these cheaper 


goods, and the painters have become restive over the 
consequences to themselves. Accordingly, a Govern- 
ment expert, Dr. Gerhard Rundberg, undertook an 
official investigation which began in February, 1936, 
and was completed a year later. 

The findings of this investigation, recently com- 
municated to the Swedish Medical Society, are cer- 
tainly disquieting. Among 450 painters working under 
40 different employers in Stockholm, 110 were found 
to be suffering from eczema and 56 from slight skin 
changes which might well be precursors of eczema, 
The painters who had to work in confined spaces 
such as lavatories and bathrooms often suffered from 
general malaise and loss of appetite. Chronic gastric 
catarrh was diagnosed in 23 cases and gastric ulcer 
in 17. A dry cough was complained of by 58 painters, 
and such nervous disorders as giddiness, headache, 
and lassitude were very common. But the most 
numerically important ailment was conjunctivitis. 
Skin tests with various turpentine preparations and 
substitutes were also carried out on a large scale in 
order to ascertain which of the many turpentine 
preparations should be considered the most injurious. 
One result of these investigations is an inquiry which 
has now been set on foot by the manufacturers of 
Swedish preparations of turpentine anxious to purify 
their wares lest worse befall them. 


EMBOLISM AFTER INJECTION OF VARICOSE VEINS 


Dr. Anders Westerborn, who is in charge of a 
hospital in Varberg, has been studying the incidence 
of embolism after sclerosing injection into varicose 
veins—a treatment which has become so popular in 
Sweden that it has now almost completely displaced 
radical operations. After he had given injections to 
some 400 patients, and had 1 certain and 1 probable 
death from pulmonary embolism, he began to ask 
himself if the published records of such cases gave a 
true picture of the risks. Comparing notes with other 
surgeons and finding that their experience supported 
his, he decided on a systematic inquiry in all the 
chief hospitals in Sweden. The information he has 
obtained concerning the experiences of the 93 hos- 
pitals shows that between 1927 and 1934 there were 
11 deaths from pulmonary embolism and 6 cases of 
recovery therefrom after injections into the varicose 
veins of about 30,000 patients thus treated. The 
mortality was thus 0-036 per cent. or, if 2 doubtful 
cases be omitted, 0-030 per cent. In the five-year 
period, 1921-25, there were 18 deaths from pulmonary 
embolism in 82 Swedish. hospitals after 6994 radical 
operations on varicose veins—a mortality of 0-26 per 
cent. Evidently, therefore, the change from radical 
operations to injections has greatly reduced the risk 
of fatal pulmonary embolism among those undergoing 
treatment. g 

Dr. Westerborn’s examination of his own material 
and of the world literature convinces him that 
provided isotonic injections are not given, the risk of 
embolism is not influenced by the nature of the 
coagulant injected. This stands to reason, for it is 
not the injection thrombus itself which becomes 
detached but a secondary coagulation thrombus 
whose genesis depends on infection and on stagnation 
of the circulation. All the Swedish patients suffering 
from post-injection embolism were over the age of 
forty-five, and 10 of the 11 who died had been more 
or less confined to bed. Hence Westerborn’s advocacy 
of keeping patients on the move for some time after 
an injection. Although quinine-urethane has hitherto 
enjoyed a considerable vogue in Sweden, it seems 
now to be largely replaced by a German sodium 
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morrhuate preparation which does net induce necrosis 
if by mischance a perivascular injection is given, 


ERYSIPELAS 


Dr. Rudolf Brandberg and Dr. Gunvor Akeson of 
the Alingsas Hospital have lately undertaken a 
statistical study of their cases of erysipelas observed 
between March, 1910, and June, 1936. Though their 
figures are small as judged by American standards 
(302 cases with 35 deaths) and though their experience 
is not so recent that they give an opinion on the 
treatment of erysipelas with sulphanilamide and 
allied drugs, there is much in their study that com- 
mands attention. It has lately been argued that 
females are more liable than males to contract 
erysipelas because the domestic work of the former 
entails many minor injuries to the hands and fore- 
arms. In the Swedish material, however, there were 
only 15 female patients whose erysipelas was localised 
to these parts; and it would seem that the com- 
parative frequency of erysipelas in women is due to 
a more general liability of their skins to suffer from 
defects and changes constituting points of entry for 
the infection. The feminine preponderance of cases 
of erysipelas of the ears, scalp, and nape of the neck 
must, in the opinion of these Swedish observers, be 
due to the comparative length of women’s hair, and 
to the eczema and other lesions with which women 
pay for the privilege of remaining long-haired. 

Dr. Brandberg and Dr. Akeson are not far from 
being therapeutic nihilists in this particular field, and 
apart from advocating general measures and the 
maintenance of a good circulation, they have little 
to recommend. During the earlier years of the 
period under review their treatment was principally 
local. It consisted of applications of an ichthyol 
ointment and of a silver nitrate solution. During the 
last three years they have injected by the intravenous 
and intramuscular routes a polyvalent antistrepto- 
coccal serum prepared by the Swedish National 
Bacteriological Laboratory. There were 7 deaths 
among the 64 cases thus treated, and this repre- 
sented a mortality which showed no appreciable 
improvement on the mortality of 11-2 per cent. for 
the whole material studied. Clinically also the 
impressions gained of this treatment were not 
particularly encouraging. 





UNITED STATES OF AMERICA 


(FROM OUR OWN CORRESPONDENTS) 


MEDICINE AND ANTI-TRUST LAW 


Your readers will by now have learned of the 
dramatic sequel to the story of health insurance in 
Washington which I told in your columns four months 
back (Lancet, 1938, 1, 1074). A few days ago a suit 
brought to test the legality of Group Health Associa- 
tion Inc. in the Supreme Court of the District of 
Columbia was decided in favour of the Association. 
To-day (August Ist) is published an opinion by 
Thurman W. Arnold, assistant U.S. Attorney General, 
concurred in by Attorney General Homer 8. Cummings, 
which -harges the American Medical Association and 
its af ‘. the District of Columbia Medical Society, 
with \ sing the anti-trust laws in attempting to 
prevent the operation of Group Health Association. 
Mr. Arnold was, till his recent appointment by Presi- 
dent Roosevelt, professor of law in Yale University, 
and is the author of two widely read books, ‘‘ Symbols 
of Government ’’ and ‘‘ The Folklore of Capitalism,” 
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both published by the Yale University Press, 
Complaint is made of three methods of warfare 
conducted by the District of Columbia Medical 
Society, briefly stated thus :— 


(1) Threatened expulsion from the district medical 
society of doctors who accept employment with the 
group. 

(2) Threatened expulsion from the medical society 
of doctors who take part in medical consultations with 
doctors of the group. 

(3) The expulsion from Washington hospitals of 
the Group Health Association staff doctors. 


The indictment reviews the evidence of need for 
better medical care in the low-income groups, It 
goes on to say that the Department of Justice is not 
in a position to decide whether or not coéperative 
health associations are a proper solution. ‘“‘ Its 
function is rather to prevent artificial impediment by 
organised groups who desire to escape competition 
from the various attempts which may be made from 
time to time to bring down the cost of medical care.” 
Mr. Arnold states that ‘‘in the event that voluntary 
coéperation results in constructive proposals going 
beyond the elimination of illegal practices”’ the 
Department will submit such proposals to the court 
as a basis for a consent decree. 

The text of the opinion covers four columns of the 
New York Times of August Ist, and is notable for the 
following passage :— 

‘* Congress has not indicated that the respectable 
character of the defendants, or their achievements 
in other fields, is a consideration for the Department’s 
action. Such matters are properly within its province 
in recommending the type of sentence, but not in 
recommending the type of prosecution.” 


Or, in a word, “ the absence of moral turpitude does 
not lessen the duty of the Department to prosecute 
where it believes violations of the Anti-Trust Laws 
have occurred.” ‘ 





VIENNA 


(FROM OUR OWN CORRESPONDENT) 





VIENNA UNIVERSITY SINCE THE ANSCHLUSS 


Tue changes enforced in the life and working 
of the Austrian universities—and especially in the 
medical life of Vienna—are very far-reaching, and 
will interest your readers. What is known may be 
summarised as follows, but the information cannot 
be considered complete, for many of the changes are 
not yet known to the public. 

A few weeks after the union of the Reich with 
Austria, the Austrian acting Minister of Education, 
Prof. Menghen, issued several decrees to bring the 
universities into line with the new régime. Certain 
members of the faculties were dismissed, and new 
academic functionaries were called to office. Among 
those dismissed were Prof. Arzt (the dermatologist 
and former head of the University), a stout and 
devoted catholic of “‘ pure” descent; Prof. Ranzi, 
the surgeon, also non-Jewish; the Jewish Prof. 
Neumann, the famous otologist ; Prof. Bauer (Jewish), 
the endocrinologist ; Prof. Freud, of psycho-analytic 
fame, who is now in London; Prof. Frey, the 
otologist ; Dr. Hoff, the neurologist; Dr. Scherf, 
the authority on heart diseases; Prof. Adler, the 
gynecologist ; Prof. Zweig, Dr. Bondi, and Dr. 


Brunner, who succeeded Prof. Alexander at the 
Poliklinik as otologist. All these had to resign or were 
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removed. Not a few preferred to take their lives 
like Nobl (dermatologist), Frankl (gynecologist), 
Boas (the famous internist), and Knépfelmacher 
(pediatrician). 

Further decrees set aside all the former regulations 
governing examinations, which were the outcome of 
political conditions in the late Austrian Republic. 
The enrolment of Jewish students was at once 
restricted ; no more than 2 per cent. will be admitted 
in future. For the summer term only those already 
admitted and accepted before the end of March 
have been allowed to attend classes, but even this 
may be subject to cancellation. Again only those 
Jewish students who can complete their studies in 
1938 will be allowed to sit the final and even a 
diploma will not entitle them to practise in this 
country or even to work in the hospitals, for all Jews 
have been dismissed without exception from “‘ Aryan ”’ 
private or public hospitals, medical institutions, and 
laboratories. Only in the Jewish Hospital and the 
‘Jewish Home for the Aged”? may Jewish doctors 
practise. 

The new decrees also stipulate that all members 
of academic faculties, who for racial or political 
reasons are unable to take the oath of allegiance 
to the Fiihrer, and also all those who were arrested 
or discharged from their posts by the new government, 
are until further notice ineligible for academic appoint- 
ments. In the winter term a number of new clinical 
and teaching professors will have to be nominated 
to the vacancies and there is little doubt that it will 
be mostly very young men who are appointed. 


STUDENTS IN THE UNIVERSITIES 


In 1937 the number of students in the former 
Austrian universities (including the veterinary college) 
exceeded 15,000, whereas in the Reich, with ten times 
as many inhabitants, there were only 75,000, or five 
times the Austrian number. Over a quarter of the 
Austrian students were women. Of the total numbers, 
10,000 were in Vienna, 2000 in Graz, 1500 in Innsbruck, 
and the remainder in smaller schools of university 
rank, Altogether there were 4500 medical students, 
of whom a fifth were women. In 1936, 11 per cent. 
of all students were of Jewish faith while in Vienna 
the percentage was 19}. In the medical schools 
about 30 per cent. of the students were Jewish either 
by birth or descent, and of the teaching staff a high 
proportion was Jewish, especially in the medical 
schools (21 per cent.) and in the philosophy classes. 
But these Jewish teachers were, with very few 
exceptions, baptised—i.e., they were of Jewish descent 
but of catholic faith. Only one purely Jewish medical 
man was an “ordinary ’’ professor in Vienna (Prof. 
Neumann, the otologist), though there were quite a 
number of “ extra-ordinary ”’ professors and lecturers 
all of whom have been dismissed. The other univer- 
sities had no purely Jewish members on the staffs. 

It may be mentioned that in Vienna the Jews 
form 10 per cent. of the population (1,800,000) 
but of the total population of Austria they only form 
3 per cent. Anyhow, a numerus clausus of 2 per cent. 
has been considered appropriate for those who in 
future will be admitted as university students. This 
means that only about 200 Jews will be allowed to 
study in Vienna, but it is unlikely that any will 
register as freshmen, for there is no future for them in 
this country. 


FURTHER RESTRICTIONS 


By a decree of the German Ministry of the Interior 
the problem of the Jewish medical practitioners 
will be solved in a very radical manner. This decree 
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issued only yesterday (August 5th) stipulates that all 
permits to practise medicine granted to Jewish 
doctors in Germany will expire on Sept. 30th. From 
that date “no non-Aryan” doctor will be allowed to 
give medical advice to a person of “German blood ”’ 
as the decree has it. This means that on that day the 
medical occupation of Jews comes to an end; the 
decree spells ruin to about 4200 doctors in Germany, 
and about 2700 in Austria. The decree also provides 
for the eviction of practitioners from the premises 
occupied by them within a short time. (Notice must 
be given by August 15th for Sept. 30th.) It is not 
yet certain whether this order will be put in force in 
Austria in the same way as it has been in Germany 
nor what will be the fate of the doctors who served 
in the fighting line during the war. There is also 
doubt as to whether Jewish doctors will be allowed to 
practise among Jewish patients. 

In the Austrian press the following figures are given, 
illustrating the conditions prevailing in Austria and 
in Vienna especially. There are in Vienna at present, 
among 1787 general practitioners, 1127 Jews; 
among 1162 specialists, 620 Jews ; among 637 dental 
surgeons, 412 Jews (63, 53, and 65 per cent. respec- 
tively). A statistical review shows that specialisation 
in certain branches was much favoured by Jews ; 
thus 57 per cent. of the lung specialists, 47 per cent. 
of ophthalmologists ; 53 per cent. of gynxcologists ; 
60 per cent. of the clrldren’s specialists ; 57 per cent. 
of internists ; 27 per cent. of surgeons ; 40 per cent. 
of réntgenologists ; 60 per cent. of otolaryngologists ; 
40 per cent. of orthopedic surgeons; 65 per cent. 
of dermatologists ; and 61 per cent. of neurologists 
were Jewish. Psycho-analysts were nearly all Jews, 
and 43 per cent. of urologists and 33 per cent. of the 
medical laboratory workers were Jewish. Outside 
Vienna the number of Jewish doctors was much 
smaller, varying between 1 and 5 per cent. in the 
country places. 


TRANSPLANTATION OF ENDOCRINE TISSUE 


Stupies of animal grafting have already shown 
that heterotransplantation, that is to say trans- 
lantation between different species, is unsuccessful. 

. E. Lower? has attempted to evolve a technique 
which will yield consistently good results in the 
homotransplantation of endocrine tissue in order 
to accumulate data for use as a standard in future 
studies. The ear of the rat was selected for these 
preliminary experiments. An incision is made through 
the skin about midway between the tip and the base 
of the dorsal side. The blades of scissors are then 
inserted into the subcutaneous tissues and spread 
apart so as to form a subcutaneous pocket, into 
which the graft is inserted. By this method, more 
than 100 grafts have been made. All experiments 
in which adult tissue was transplanted gave negative 
results but some success was achieved with grafts 
obtained from newly born donor rats. The glands 
from which tissues were removed for implantation 
included the testis, prostate, seminal vesicle, pituitary, 
ovary, adrenal, thyro-parathyroid, and pancreas. 
Testis grafts have taken well, both in castrated and 
in normal hosts. Grafts of accessory sexual organs 
have grown only in the presence of testicular hormone, 
and have disappeared in castrated animals. Adrenal 
grafts have also failed to take in normal animals, but 
have succeeded in an adrenalectomised rat. Two 
thyro-parathyroid grafts have survived in normal 
animals. Ovarian grafts became vascularised although 
they did not produce estrus in spayed animals. 
It is interesting to note that testicular grafts in 
castrated rats produced internal secretion, but when 
examined later showed no signs of spermatogenesis. 


1 Cleveland Clin. Quart. July, 1938, p. 156. 
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Under this heading appear week by week the unfettered thoughts of doctors in 
various ocewpations. Hach contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


BY ANOTHER READER 
II 


Modern Science has a lot to answer for. The last 
two or three hundred years have seen such an 
immense increase in man’s control over his material 
environment as to make the rest of history look 
silly. The advance in knowledge was so interesting 
and so exciting that those who were in the thick of 
it—scientists in their laboratories, engineers and 
industrialists applying their discoveries, students 
learning all about it—took for granted that it was a 
good thing. Those among them who ever stopped to 
philosophise concluded that the chief end of human 
endeavour was to gain knowledge, and the only thing 
worth knowing was the material environment, which, 
when suitably measured, could be manipulated so 
miraculously. The twentieth century has done much 
to shake that belief. Men and messages now travel 
so fast that it has become possible, and often in the 
interests of mechanical efficiency necessary, to orgahise 
human activities on a very large scale. Factories 
get bigger and bigger. Commercial firms and com- 
bines enlarge till little but the globality of the earth 
prevents them from growing larger. Armies are 
counted in millions. In each of these expanding 
organisations the internal stresses and strains among 
the individual component human parts have increased 
beyond our capacity to adjust them; hence, in 
industry, the bitter conflict between capital and 
labour. And among the several organisations, 
especially those we call nations, the external friction 
has also increased, because Science has made contact 
and competition between them so much closer and 
more intense; then: when sparks do fly Science is 
found to have stepped up their potential from that 
of the gentlemanly fireworks of past centuries to 
such an overvoltage that modern war destroys 
much more than it can possibly redress. Science 
in general, as represented by its leaders, is beginning 
to have qualms of conscience about all this. If 
applied science is making so large a contribution to 
the sum of human unhappiness, perhaps it isn’t 
such a good thing after all. 


* * * 


Lord Stamp, presiding over the British Association 
two years ago, touched on this theme in his address 
on the Impact of Science on Society. He agreed 
that Science is making human life more difficult : 
his remedy was simply more Science—like dissolving 
a precipitate in excess of the precipitant. He pled 
for a fuller study of the problem, which nobody 
would think amiss, but he implied that a scientific 
study, using the scientific technique of observation, 
measurement, and deduction, would lead to its 
solution. One meets the same attitude in con- 
versation with many others: if only intelligent men 
with scientific training were in charge of human 
affairs, they say, all would go well. And one scents 
it behind the establishment, described in Nature 
last February, of a Committee on Science and its 
Social Relations. But surely that hope is a little 
naive. It proceeds from the materialist philosophy, 
which in its crudest form denied real existence to 
anything but the mensurable subject matter of 
physical science, and in less narrow versions main- 


tains that the things and the forces now called 
‘‘ spiritual” will some day be measured and described, 
(by a technique that as yet eludes us), and will then 
fall into line with our present scheme of physical 
things. If that philosophy should be mistaken, 
if it turns out after all that we live in a world of 
spiritual values different in kind from the physical 
ones and subject to different laws, then the operation 
of an intelligence trained in physical science will 
not be enough to put our tragic muddle straight. 
No multiplication of Scientific Advisory Committees, 
however carefully governments listen to them, will 
teach governments to govern better. The remedy 
will have to be looked for in another quarter. 


* * a 


These “spiritual values” usually get me into a 
lot of bother when I try to defend them against a 
thorough-going materialistic scientist. I feel pretty 
sure that things like love and hatred are different in 
kind from atoms and ergs, and have just as much 
claim to being called real, but when my friend builds 
up his tight little system of electrons and protons, 
plants and animals, nervous systems and glands and 
hormones, assuring me that the whole explanation of 
human thought and feeling and conduct must lie 
in it, I can’t get him to see that it is over-simplified. 
I suspect the real trouble is this: that argument 
itself, the forms of thought we use in arguing, are 
adapted to our mental handling of the material world, 
but not of the other. It must be difficult to convince 
a blind man in a cinema that a modern film isn’t 
essentially made up of noises, Still I was interested 
in this argument which Aldous Huxley reproduces 
in his book Ends and Means. He says that moral 
philosophers have always believed in a world of 
spiritual values, in which man in general, or at least 
the best specimens of him, “ craves after righteous- 
ness’; that is he recognises some values as “‘ good ”’ 
and feels it desirable to do something towards achiev- 
ing the “good.” The natural scientist has dubbed 
this “ wishful thinking”: it is a fantasy which may 
give mankind a comfortable feeling inside but which 
has no external reality. To that the reply is that the 
natural scientist’s mind craves after explanations ; 
he is impelled to look for sequences of cause and 
effect in the material world, to reduce the multiplicity 
of things and events to the simplicity of a few laws, 
eventually even to identity. This is a primary 
characteristic of the human mind; it is the way it 
works, as is clearly shown by the primitive descrip- 
tions of the creation, making the diverse world the 
handiwork of one God, or by the groping theories of 
the early natural philosophers, such as the humoral 
pathology or the atomic theory of matter of the 
Greeks, theories which were much more imaginations 
than deductions. But now that natural science has 
developed its experimental method and its instru- 
ments of precision, it finds that the phenomenal 
world, considered with the utmost of rigorous 
objectivity, can be explained ; it can be simplified 
in terms of natural laws, even reduced to combinations 
and permutations of one or two ingredients. So 
what man first knew as a pattern in his own mind 
(the craving for “ explanation ”’) now finds its counter- 
part in the physical reality of natural science. The 
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same could apply to the craving for righteousness. 
At any rate the natural scientist must not deny that 
the fundamental orientation of the human soul 
towards something called “‘ good ” may also have its 
counterpart in the existence of a world of spiritual 
values. 


* * 7 


If we allow that “good” and “bad” are really 
just as valid measures as centimetres and seconds, 
then it is likely that both the roots and the remedies 
of social unhappiness lie in the good-bad world rather 
than in the centimetre-second one. Science may 
have aggravated the distress but it hasn’t caused it, 
and logically governments should set up moral 
advisory committees rather than scientific ones. 
Possibly this was the original function of the bishops 
in the House of Lords. But the significant thing is 
that neither religion nor morality has yet succeeded 
in playing the same réle in the behaviour of the 
community as it does in that of the individual. 
Most of us, whatever our professed motives, behave 
decently and sometimes quite unselfishly in private 
life, whereas our national actions are dictated solely 
by ‘ the national interest,” which is selfish and often 
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short-sighted to boot; we acquiesce in bullying, 
prevarication, and deceit on the part of the State 
such as we would be ashamed of if we were individually 
guilty of them. We have been so busy applying 
natural science on the grand scale that we haven’t 
given heed to developing morals in anything like 
the same way. This is surely the region in which the 
Committee on Science and its Social Relations will 
find itself if it proceeds without prejudice. It is a 
field in which the dispassionate intellectual technique 
of the natural scientist may do a lot of interesting 
descriptive work, but will probably be at a loss to 
make experiments. For the experiments would 
concern moral behaviour, and history shows that 
changes in men’s morals are produced by preachers, 
teachers, reformers, and agitators who are driven by 
an emotional passion that has little in common with 
the intellectual curiosity and personal detachment 
of the pure scientist. Reforms originate in the 
experimental work of a few devoted and inspired 
persons, who consciously set about making their 
ideals come true. The reformer our world most 
needs is one who will teach or inspire men in com- 
munities to behave as well as men already can behave 
individually. 





HOME OFFICE AND INDUSTRIAL DISEASES 


In the House of Commons on July 27th, in the course 
of a debate on Home Office administration, Mr. Ruys 
Davies referred to the work of approved schools and 
said that in one of these only 38 per cent. of the 
children were normal, 32 per cent. were bordering on 
mental deficiency, and 8 per cent. were mentally 
deficient. Delinquency, therefore, was often a 
matter of low mentality rather than human “ cussed- 
ness,” It was a little unfair to boys of low mentality 
who committed offences to be regarded as outcasts 
when in fact they had not the intelligence to judge 
of their actions. Turning to the subject of industrial 
diseases he said that approved societies who paid 
sickness and disablement benefits were becoming 
alarmed at the large number of cases thrust on their 
funds which in their opinion ought to be eligible 
for compensation. The Home Office ought to 
consider diseases and affections of the muscles, 
joints, and nervous system arising out of the use 
of vibrating machinery. When the new abrasive 
wheel was introduced in place of the sandstone 
grindstone it was hoped that grinders would not 
suffer from silicosis any more, but strangely enough 
the new process brought about exactly the same 
disease.—Mr. MARSHALL said that the whole scheme 
with regard to the Metal Industries Silicosis Order 
was too narrow in scope. Silicosis was the only 
industrial disease within that scheme for which a 
worker could claim compensation, and all-the allied 
diseases, such as pulmonary tuberculosis and many 
other respiratory diseases, were excluded, If the 
present eliminatory process caused by the introduction 
of new tools in the grinding industry continued, the 
scheme in a few years’time would be useless because 
very few workers would come under it. Among these 
grinders the death-rate from respiratory tuberculosis 
was now four times the rate for all persons over 15 
in Sheffield. This was in spite of the new abrasive 
wheel, which was to bring about such a revolution. 
Even mining was not as dangerous as metal grinding, 
from the point of view of respiratory diseases. The 
cardinal defect of the silicosis scheme was that it 
assumed that silicosis was the only disease from which 
these people suffered. Phthisis, fibrosis, and tuber- 
culosis were all rampant among grinders, although 
they had decreased markedly among the general 
population. It was time that the Home Office 
instituted a thorough-going investigation of this 


matter with a view to enlarging the scope of the 
,Order. 

Mr. TOMLINSON said that the disease arising from 
the effects of dust in card rooms had never been 
defined or admitted into the category of industrial 
diseases, but it had caused a great deal of trouble to 
a large number of workpeople in Lancashire for many 
years. In 1863 Dr. James Leech wrote in THE 
LANCET :— 


“The strippers, grinders, and card-room hands suffer 
from a spasmodic cough, sore-throat, expectoration of 
blood, pneumonia, and confirmed asthma, with com- 
pression of the chest. A carder seldom lives in the card 
room beyond 40 years of age, and many have to give up 
work much younger.” 


In spite of improved machinery and factory conditions 
in later years this disease still prevailed, and no 
compensation was payable to the worker. The 
Home Office had been convinced for a long time that 
there was a case, but unfortunately up to the present 
it had not been found possible to bridge the gap 
between what the employers were prepared to offer 
and what the workers would accept.—Mr. HoLuins 
said that silicosis was the cause of terrible tragedy 
in the pottery industry. During the last four years 
there had been an average of 52 deaths per annum 
and hundreds of cases of total or partial incapacita- 
tion. This position could not be changed without 
drastic alteration of the factories, and that was 
impossible without adequate inspection. He also 
asked for an inquiry into the limitation of the period 
within which claims could be made in connexion 
with lead poisoning. Its effects were often not shown 
until years after the person had ceased work, and 
there should be no limit in respect of a claim,—Mr. 
JoHN drew attention to the investigations made for 
the Welsh Memorial Association with regard to 
tuberculosis among quarrymen in North Wales. 
It was discovered that 80 per cent. of the quarrymen 
were suffering from silicosis and that a very high 
proportion were suffering from both silicosis and 
tuberculosis. In practically every post-mortem 
the medical officer of health for Blaenau-Festiniog 
said that he found the lungs choked with dust. 
So serious was the condition of these quarrymen 
that the Canadian Government in 1932 sent eight 
doctors over to make an investigation. But our own 
Home Office had made no inquiry into the matter 
and these men were excluded from the Silicosis Order, 
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He hoped that an early report would be received 
from the Medical Research Council. If it was a new 
disease not yet scheduled the sooner it was scheduled 
the better. 

Earl WINTERTON, replying to the debate, said that 
it was difficult to get out figures showing how many 
cases of silicosis were being caused at this moment 
because the disease was one of slow development. 
Taking the disablement cases certified by the Medical 
Board the figure for the refractories industries was 
less than 5 in each of the last five years, except one, 
when there were 7. The figures for sandstone 
quarrying had gone down from 53 in 1933 to 26 in 
1937. The figures for the potteries had fallen in the 
same five years from 70 to 41 and for stone-masons 
outside the sandstone industry from 72 to 56, The 
figures for metal grinding were comparatively small 
—13 in 1933 and 8 in 1937. There were very great 
legislative difficulties in the way of bringing the 
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class of workers referred to by Mr. Marshall under 
the Act. A committee had been appointed by the 
Medical Research Council to inquire into the incidence 
of pulmonary diseases other than that which could 
be definitely diagnosed as silicosis, but its report 
would not be available before the middle of next year. 
In regard to the workers in the North Wales slate 
mines, the Home Office had no evidence to show that 
the silicosis compensation scheme ought to be extended 
to slate workers, but the Mines Department were 
inquiring further into the working conditions. The 
question of what was generally known as card-room 
disease was an extremely difficult one from a medical 
point of view, owing to the difficulty of deciding 
whether the bronchitis or asthma, for example, 
from which the workman was suffering was due to 
dust or to natural causes. A committee appointed 
last year had now reached the stage of considering 
their report. 


PANEL AND CONTRACT PRACTICE 


A Neurasthenic and the R.M.O. 


A wRITER in the National Insurance Gazette for 
July 21st comments on the case of an insured person 
who had been certified as suffering from neurasthenia 
and drawing disablement benefit for five years. In 
the last valuation report the actuary had commented 
upon the effect which this particular benefit had upon 
the funds. The branch secretary of the approved 
society wrote in confidence to the man’s insurance 
practitioner explaining that he proposed asking the 
opinion of the R.M.O., but before doing so would 
welcome any comments the doctor might care to 
make. The doctor’s reply is described as a revelation 
of the readiness of some doctors to coéperate. The 
main points of the reply were (a) that the inquiry 
was welcomed; (b) that two eminent medical 
colleagues had made independent examinations 
and had agreed that there was no organic disease 
or disability except an old hip injury which the 
patient was said to “enjoy”; (c) that the patient 
walked about all day introspecting on his health ; 
(d) that if the patient would take a farm job which 
was open to him he would learn to interest himself 
in things other than himself, and would soon develop 
into a healthy and useful citizen; (e) that the 
insurance doctor sincerely hoped that the R.M.O. 
would declare the man capable of work. He added 
the warning, however, that the patient would take 
advantage of the “slightest loophole” at the 
examination. 

In due course the R.M.O.’s report arrived stating 
that the man was debilitated, had a high blood 
pressure, and that total incapacity was likely to be 
prolonged. The writer wonders whether the high 
blood pressure might not be attributable to nervous- 
ness at the examination, for neither the patient’s 
doctor nor his two colleagues had commented on it, 
and suggests that here the opinion of a psycho- 
logist might have been more valuable than that 
of a physician. On the other hand the R.M.O. 
must have had much experience of this kind of 
problem. 

Attention is drawn to the procedure of some societies 
in cases of suspected malingering, in which a letter 
is sent to the insured person explaining that in 
accordance with the directions of the Ministry of 
Health the case is due for reference to the R.M.O., 
but to avoid putting the member to unnecessary 
inconvenience the society would be glad to hear 
whether he proposes to declare off the funds within 
the next few days. In this particular case the 





insurance doctor, while continuing to issue certificates 
of incapacity, seems to have been doubtful whether 
the patient was in fact incapable of work, and possibly 
the issue of a final certificate might have induced the 
insured person to try the effect of farm work. 


Exempt Persons’ Certificates 


Exempt persons are not entitled to sickness or 
disablement benefit and the question of the issue of 
certificates of incapacity does not arise in the ordinary 
way. Rule 17 of the medical certification rules 
clearly lays down that the rules do not apply to 
exempt persons. But it goes on to say that a practi- 
tioner is required to give to a patient who is an exempt 
person certificates, in such forms and on such oceasions 
and in such manner as the Minister may require for 
the purpose of National Health Insurance. An 
insurance practitioner recently declined to issue an 
ordinary certificate to an exempt person on the ground 
that special forms are provided for such certificates. 
While it is true that Rule 17 provides for special 
certificates, there is at present no such certificate 
in use, and in actual practice they are given on the 
ordinary certificate forms, on unofficial forms, and 
even on sheets of practitioners’ private notepaper. 
It really comes to this; that the practitioner must 
issue certificates to exempt persons when required, 
and it does not matter whether he uses the ordinary 
form or any other piece of paper, so long as he gives 
the information required by the department. 


FELLOWSHIP OF MEDICINE AND PosT-GRADUATE 
MEDICAL AssociaTION.—A course in physiology, in prepara- 
tion for the F.R.C.8. primary examination will be given on 
Mondays, Wednesdays, and Fridays at 5.30 P.m., from 
August 15thto Nov. 5th. A week-end course in rheumatism 
and hydrotherapy will be given at the Royal Bath Hospital, 
Harrogate, on Sept. 16th, 17th, and 18th. Courses for 
M.R.C.P. candidates will be given at 8 p.m. at the Royal 
Chest Hospital, on Mondays, Wednesdays, and Fridays, 
from Sept. 12th to 30th, and clinical and pathological 
demonstrations at the National Temperance Hospital on 
Tuesdays and Thursdays, from Sept. 6th to 22nd; and 
in neurology at the West End Hospital for Nervous 
Diseases in the afternoons from Sept. 19th to Oct. Ist. 
Other courses in September will be on plastic surgery 
(Sept. 14th and 15th); on children’s diseases at the 
Infants Hospital (Sept. 19th to 24th); on proctology 


at the Gordon Hospital (Sept. 26th to Oct. Ist); on 
ophthalmology at the Royal Westminster Ophthalmic 
Hospital (Sept. 24th to 25th). Courses are open only to 
members and associates, and further information may 
be had from the secretary of the Fellowship, 1, Wimpole- 
street, London, W. 
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VENEREAL DISEASE 
To the Editor of THe LANCET 


Smr,—A year ago the Minister of Health and the 
Secretary of State for Scotland appointed a com- 
mission of four, under the leadership of Colonel 
L. W. Harrison, to study the measures employed in 
Scandinavia against venereal disease. Their valuable 
report has now been published ! and while it is fresh 
in the minds of all concerned, the time seems ripe 
for renewed efforts to set our house in order. 

The Ministry of Health in conjunction with local 
authorities has done a great deal by the establishment 
of free public clinics all over the country ; but this is 
only a step in the solution of the problem and not 
the solution itself. Unfortunately the staffing of many 
clinics at the present time makes one think of an 
attempt to run the Derby with coachmen in the 
saddle instead of jockeys; a considerable knowledge 
of ‘horses does not make up for the lack of specialist 
experience. On asking who is in charge of this depart- 
ment at such and such a hospital, one often learns 
that it is being conducted by the latest addition 
to the honorary staff, or the orthopedic surgeon, 
or the dermatologist (whose interest probably ceases 
with skin eruptions); or it may be a physician, a 
general surgeon, or in fact any member of the staff 
who has attended a course of instruction of 130 
hours’ duration in accordance with the Ministry’s 
regulations. Far too seldom is the appointment 
held by a venereologist. 

This does not apply to the teaching hospitals or 
to the large clinics ; but, to obtain a perfect service, 
it should not apply anywhere. A _venereologist 
cannot be made in 130 hours any more than an 
obstetrician can be made by attending the regulation 
20 confinements ; he requires at least a year’s recent 
and constant association with a large clinic and this 
should at once be universally recognised. 

On pp. 115 and 116 of the Report the following 
sentence appears :— 





‘* Owing to the small number cof medical schools in 
the three countries,’”’ (Denmark, Norway and Sweden) 
“there is in each a noteworthy uniformity of medical 
practice. This has the result, so far as venereal disease 
is concerned, that (a) patients whose occupation 
require that they travel about the country will find, 
in all parts, doctors willing to continue their treat- 
ment on the lines already begun, and (0) there is little 
inducement to a patient to change his doctor in the 
hope of finding one with a less stringent standard 
who will release him earlier from compulsory treat- 
ment.”’ 


This leads to the next important step for the improve- 
ment in our own service. Even to-day it does not 
seem to be generally recognised by the medical 
profession that male syphilis—up to and including the 
late secondary manifestations—is a curable disease ; 
that in fact it is the one disease in which, under 
normal circumstances, a cure can be guaranteed. 
This 100 per cent. cure-rate however can be attained 
only with the full coéperation of the patient and with 
adequate therapeutic measures. Unluckily so many 
schemes for the treatment of syphilis by means of 
arsenic and bismuth injections have been proposed 
in this country that often no scheme at all is apparent 
and this confusion has been the chief obstacle in giving 
sufficient treatment to all—and especially to those who 


1 Rep. publ. Hith med. Subj. No. 83, 1938 ; see Lancet, 1938, 
1, 1346 and 1353. 
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have to travel about the country. It is often found 
that a patient coming for treatment at a large London 
clinic has received, for example, two injections of 
arsphenamine at one town, one of bismuth at another, 
and, because the chancre had healed, none at a third. 
Actually it is better not to treat syphilis at all than to 
treat it by halves inadequately ; for heart lesions, 
tabes dorsalis, general paralysis of the insane, and other 
manifestations of the tertiary stage appear in partly 
treated syphilis much earlier than in the untreated 
disease. Our task, surely, is to secure a national 
scheme whereby every patient is assured of proper 
treatment from the outset. This is where the Scandi- 
navian countries are in advance of us; because 
of the small number of their medical schools, with 
similar teaching in each, their treatment has always 
been more uniform. n 

What then should be the principles of a national 
scheme? The chief is, I suggest, that the courses 
adopted should be as short as is consistent with 
adequacy, and that they should not convey any 
possible suggestion to the patient that he may be 
cured before he has undergone the full course. Any 
scheme with a period of rest between courses of 
injections is therefore unsuitable for general use ; 
it may be admirable from the medical viewpoint, 
but it asks too much of human nature. During the 
‘“‘rest period,” the patient is apt to get out of the 
routine of regular attendance and cannot bring 
himself to go through it all again. 

If this is agreed, it would seem that one of the 
best schemes available at the present time for national 
adoption is that devised by E. T. Burke, director 
of the Whitechapel Clinic, London, E.1. It contains 
all the necessary essentials; the course for sero- 
negative primary syphilis is 26 weeks, for seropositive 
primary syphilis 34 weeks, for early secondary 
syphilis 40 weeks, and for late secondary syphilis 
48 weeks; and there is no “rest period.”” Further- 
more, this scheme has stood the test of time and is 
controlled by a therapeutic unit and efficiency index 
system which makes it possible to estimate, at any 
given time, how much more treatment is required for 
patients who, from illness or for any other reason, 
have failed to attend regularly. The tests of cure 
are stringent, extending for two years after the 
cessation of therapy and involving periodical examina- 
tion of blood, cerebro-spinal fluid, and cardiovascular 
system. If such a scheme were a national one, there 
would be no inducement for a patient to change his 
doctor in the hope of finding one with a less strict 
standard of treatment... . 

This last sentence, quoted almost word for word 
from p. 116, concludes in the Report with the words : 
““who will release him earlier from compulsory 
treatment.”” This leads to the question of the desira- 
bility or otherwise of compulsion. 

Colonel Harrison and his co-workers concluded 
that the incidence of syphilis is much the same in 
the countries where compulsory treatment is in force 
as in those where a voluntary system is relied upon. 
What appears necessary in this country therefore 
is not so much compulsory treatment as a compulsory 
therapeutic standard. A compulsory blood examina- 
tion of both sexes before marriage and a similar 
examination of every pregnant woman would, 
however, help to reduce the incidence of prenatal 
syphilis provided that compulsory treatment fol- 
lowed automatically where found necessary (see 
Report, p. 119). 


—— 


400 THE LANCET) 


The fact that no great difference in the incidence 
of syphilis was found in countries where compulsion 
is in force is not surprising; it is what would be 
expected. The point is that, under either system, 
treatment is put within the reach of all; in the one 
case, patients must present themselves for treatment ; 
in the other, they do so of their own free will. The 
effect of both systems should be to reduce, from the 
outset, the period during which the disease is con- 
tagious ; on the other hand, the proportion of cures 
in the Scandinavian countries appears to be consider- 
ably higher than in our own, thanks to the uniformity 
of treatment. Admittedly the Scandinavian scheme 
is not the ideal one I have suggested here, for it 
contains “ rest periods.” But this is of less significance 
in countries where compulsion is in force, and where 
“the medical profession appears to be held in great 
respect and to exercise considerable authority ” 
(p. 115). 

The Scandinavian countries set us an example as 
regards the situation of venereal disease clinics ; for 
there, in the clinics attached to hospitals, the venereal 
department is run in conjunction with the dermato- 
logical department and all patients are able to enter 
through the main out-patient entrance; whereas 
in a number of our own hospitals the venereal depart- 
ment is situated apart from the other out-patient 
departments, and often notices are displayed which 
read “To The Clinic.” In Scandinavia, where a 
clinic is not part of a hospital, it is often in the same 
building as the municipal offices. This again gives 
privacy through its obvious publicity, which, in 
venereal disease, would seem to be the ideal. There 
is no waiting till nightfall by patients who feel their 
position acutely. 

The Report says (p. 120) that in Scandinavia the 
compulsory system has not been outstandingly 
successful in reducing the incidence of gonorrhea, 
any more than the establishment of free public 
clinics has been successful in this country. A probable 
reason for this failure is, that in none of the countries 
in question is the value of prophylactic treatment 
fully appreciated or sufficiently advertised: a large 
majority of the public are unaware of its value and do 
not realise that this form of treatment can be obtained 
at the clinics. Even at the large clinics in this country, 
it is unusual for a patient to present himself for 
prophylaxis, and all too often, by the time he does so, 
the diplococcus has firmly embedded itself in the 
urethral mucous membrane and has begun multiplying 
to such an extent that preventive treatment is of no 
avail. The number of extramarital and illicit con- 
nexions in London alone must run into tens of 
thousands each week and though the majority of these 
do not, of course, lead to either syphilis or gonorrhea 
the wise course is to consider each and every partici- 
pant as a potential sufferer. It is well established that 
the sooner prophylaxis is instituted after exposure to 
infection, the better are its chances of success—the 
results deteriorating with every hour. On the 
supposition that the vast majority of illicit inter- 
courses take place between the hours of 2 p.m. and 
12 midnight, prophylaxis should be not only available 
but encouraged throughout the whole of the 24 hours ; 
and just as any person suffering from other serious 
conditions can receive expert treatment at any 
time of the day or night, so should a potential sufferer 
from venereal disease be able to get prophylactic 
treatment for a disease which may well be serious 
not only to himself but to others. If the existence of 
facilities were properly advertised the demand for 
them might well become so great as to necessitate the 
opening of special prophylactic centres in the larger 
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towns. The method of prophylaxis I would suggest 
is that advocated in Colonel Harrison’s book, “‘ The 
Diagnosis and Treatment of Venereal Diseases in 
General Practice ’’ (3rd ed., p. 422). 

The other probable reason why the establish- 
ment of clinics has not reduced the incidence of 
gonorrhea as compared with syphilis is the fact that 
the treated gonorrhea patient can remain contagious 
to others much longer than the treated syphilitic ; 
in gonorrhea the diplococci tend to remain locally 
(with direct backward extension), whereas in syphilis 
the first action of arsenic and bismuth is to drive the 
Treponema pallidum from the periphery towards the 
viscera, 

In conclusion, may I enumerate some of the lessons 
which, I believe, can be learnt from this visit to the 
Scandinavian countries? (1) The establishments of 
public free clinics is not sufficient in itself; like 
every other hospital department they should be 
staffed by experts in the subject. (2) It should be 
universally recognised by the profession, and through 
them by the general public, that syphilis, even up to 
a late stage, is a curable disease. (3) A national 
therapeutic scheme should be adopted containing no 
“rest periods’; this would lead to more individual 
cures. (4) Compulsory treatment need only be con- 
sidered in reducing the incidence of prenatal syphilis ; 
in other conditions a compulsory system has no 
apparent advantage over a voluntary one. (5) The 
situation of the clinics should be made as attractive 
as possible to the patient. (6) Prophylaxis during the 
whole of the 24 hours should be available, encouraged, 
and widely advertised, in the hope of making the 
general public ‘‘ prophylaxis-minded”’ and also in 
the hope of reducing the incidence of gonorrhea, 

I am, Sir, yours faithfully, 
London, W., July 30th. N. Seppon TayLor. 


MATERNAL MORTALITY AND MEDICAL 
EDUCATION 


To the Editor of Tue LANCET 


Smr,—As may be seen in your Parliamentary 
Intelligence last week, the education of general 
practitioners in midwifery was criticised by Dr. 
Summerskill, Member of Parliament for West Fulham, 
in the debate on health administration in the House 
of Commons. The House had received from the 
Minister certain figures which indicated that. the 
maternal mortality for England and Wales was 
3-13 per thousand during 1937—“‘ the lowest rate ever 
recorded.”” Dr. Summerskill expressed her indigna- 
tion at the death-rate “‘ for what is supposed to be a 
normal physiological process,’ and somewhat incon- 
sistently declared her opinion that every woman 
undergoing this ‘‘normal physiological process ”’ 
should go into a hospital for her confinement. 

Because she herself, as she explained, had taken 
her qualification in medicine (M.R.C.S. Eng., 
L.R.C.P. Lond.) with no other practical experience 
in midwifery contributed by her school than that 
obtained by “ simply being in a room where twenty 
confinements were conducted, without going near a 
bed or touching a patient,” she assumed that hers 
is a universal experience, and that consequently 
general practitioners so trained “should not be 
allowed to go out and attend confinements because 
it is a kind of confidence trick played on the mothers. 
They believe that every doctor is fully qualified.” 
That there is a difficulty in obtaining adequate 
midwifery experience for the medical student must 
be admitted, and it is not to my mind altogether 
clear how the new regulations requiring increased 
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midwifery experience, to come into operation in 
November, 1938, can with present maternity accom- 
modation be actually carried out, demanding, as they 
do, a period of “two months’ attendance in a 
maternity hospital or in maternity wards of a general 
hospital, with residence in the hospital or in a hostel 
attached thereto.” 

It is an ironical comment on this diatribe that the 
Labour Party, to which Dr. Summerskill belongs, 
has materially increased this difficulty by the objec- 
tions they have raised from time to time to the 
system of education of the medical student in mid- 
wifery which obtains in London and other great 
cities, by which the student in the final years of the 
curriculum is enabled to visit parturient women in their 
own homes and conduct labours on his own responsi- 
bility, always backed by immediate accessibility to 
the highest specialist skill, inasmuch as he can call 
upon the whole of the obstetric staff of a great hospital 
when he is in difficulty. How well this system has 
worked in London is, I think, evident from certain 
figures which I obtained some time ago of the rate 
of maternal mortality in the “ districts ’ served by the 
great teaching hospitals, the average rate having 
been returned as under 2 per thousand. 

The profession, however, I think must be prepared 
for a drive to provide more maternity hospitals, or 
at any rate many more maternity beds, and in this 
connexion I would like to say a word about a particular 
voluntary effort to provide such accommodation which 
has not, in my submission, received the support and 
commendation which it richly deserves. With my 
friend and colleague, Lord Snell, then chairman of 
the London County Council, I was privileged to 
speak at the annual meeting of the Salvation Army 
Mothers’ Hospital in Whitechapel a few weeks ago 
(May 28th). I was surprised to learn, and I think 
my readers will be surprised to hear, that this hospital, 
founded some 25 years ago, is the second largest 
maternity hospital in London. Started at first to 
receive unmarried mothers, in whom the maternal 
mortality is highest of all, the enterprise has been 
sustained chiefly upon voluntary gifts and contri- 
butions from patients. Of an income for the last 
financial year (1937) of £19,930, only £5500 was 
contributed by public authorities (the Ministry of 
Health and the London County Council) and was 
in fact earned in respect of the maternity and V.D. 
work rendered. The rest of the income was derived 
from annual subscriptions and occasional gifts (£2101), 
nurses’ and probationers’ fees (£1814), King Edward’s 
Hospital Fund (£950), fees from patients (£9243), and 
funds derived from local entertainments and other 
voluntary efforts to raise money. 

Over an average of three years, the births being 
1543 in 1935, 1596 in 1936, and 1595 in 1937, the rate 
of maternal mortality was 2-3 per thousand, a remark- 
able achievement in view of the fact that there was 
in those years a great preponderance of primipare 
(nearly twice as many as the multipare) and very 
many of these were unmarried mothers in whom 
mortality is always proportionately highest. Associated 
with and attached to the hospital are homes for 
mothers and infants, district nursing centres, a school 
for midwives (for the hospital is recognised by the 
Central Midwives Board as an institution for training 
midwives), antenatal and postnatal clinics. In 
addition to the in-patient activities the hospital 
conducts an extensive out-patient service. For the 
year 1937, e.g., there were over 21,000 attendances 
at antenatal clinics, 7500 attendances at child welfare 
clinies, 2500 attendances at postnatal clinics. There 
were further 750 births in the “district” with 
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20,800 visits. Lady Baldwin recently opened a new 
isolation wing, which we were able to inspect very 
fully on our visit. It provides single-ward accom- 
modation with verandahs for twelve patients, two 
nurseries, and a very up-to-date and scientific installa- 
tion for sterilising. 

This admirable institution seems to me to present 
a typical example of the genius of the English people 
for voluntary service, which they carry out so much 
more successfully, as a rule, than any form of State 
service. Unless voluntary institutions of this kind 
are now supplied and adequately supported to meet 
the need, there can be little doubt that a much 
more expensive and much less efficient State service 
will be imposed upon us. 

Iam, Sir, yours faithfully, 
Ramsgate, August 4th. E. Granam-LITTLe. 


MASTERLY INACTIVITY ! 
To the Editor of Tue LANCET 


Sm,—Dr. Edith Summerskill is reported as having 
said in Parliament (Times, July 29th, 1938) that 
“‘she qualified in midwifery by being present in a 
room where 20 confinements were conducted and 
she never went near the bed or touched the patient... 
she was, like most students, trying to do as little work 
as possible.”’ It is to be regretted that there is no 
means of assuring the people who read or listened to 
this speech, that the circumstances attending this 
** qualification,” were, and are, as atypical as the 
attitude of mind of the student who ‘“ never went 
near the bed or touched the patient.” 

I am, Sir, yours faithfully, 
Norwich, August 3rd. STEPHEN T. FAwa. 


URAMIA AFTER TRANSFUSION 
To the Editor of Tue LANCET 


Srr,—Your leading article of July 9th reviewing 
our work contains several statements which do not 
convey the meaning intended by us. In order to 
minimise the confusion surrounding this subject 
may we call attention to them ? 

In our experiments with dogs we noted that 
hemosiderin was deposited in the renal epithelium, 
in the Kupffer cells of the liver, and in the spleen 
regardless of whether the urine was alkaline or acid 
or whether uremia developed or not. We therefore 
stated that such hzemosiderin deposits did not 
contribute to the development of renal insufficiency. 
This statement was intended to be emphatic because 
other authors had entertained the opposite opinion. 

The statement that the renal damage was 
‘*enhanced ’? when the dogs were transfused while 
the urine was acid dogs not express our interpreta- 
tion of the morbid anatomy which we studied. If 
we accept the occurrence of hemosiderosis as an 
innocuous phenomenon, then practically no evidence 
of renal damage was observed in the dogs with 
alkaline urine. 

One other minor point may be mentioned. In 
writing of the precipitate plugging the renal tubules, 
we have carefully refrained from giving it a more 
exact chemical designation than ‘ hemoglobin 
derivative.” We have done this after several futile 
attempts at direct chemical analysis of the casts 
of pigment. Therefore, we do not feel justified at 
present in referring to the pigment as hematin. 

We are, Sir, yours faithfully, 
Etmer L. DeGowry, 


E. D. WaRNER. 
The State University offlowa: Department of 
Internal Medicine, July 26th. 
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HYPERPLASIA OF THE MALE BREAST 


ACCOMPANYING MALIGNANT DISEASE OF 
THE TESTIS 


To the Editor of Tuk LANCET 


Srr,—I was greatly interested in the cases reported 
by Dr. C. W. B. Woodham in your last issue. In 
reporting a case of chorionic carcinoma in the testis 
in the British Journal of Surgery (1926, 52, 606) 
I drew attention to the activity of the breasts in 
certain cases of this disease and gave references to 
those examples which had been previously recorded. 
It is a point of interest, and I think of some real 
importance, to know if there was any possibility 
of chorionic tissue being present in Dr. Woodham’s 
three cases, of which the first two are described as 
teratomata and the third as seminoma. It is true, of 
course, that these three casés had been treated by 
X rays after the removal of the diseased testis, and 
Dr. Woodham has referred to the probability that 
hyperplasia of the breasts was due to an absence 
of active testicular function. Nevertheless, it would be 
extremely interesting to know if the tumours in 
question were extensively examined for a possible 
small nodule of chorionic carcinoma. 

I am, Sir, yours faithfully, 
R. M. HANDFIELD-JONES. 

Queen Anne-street, W., August 9th. 


PURPURA AFTER TAKING SEDORMID 
To the Editor of Toe LANCET 


Smr,—We were interested to read in your last 
issue Dr. Joekes’s article and your annotation on 


_ OBITUARY 


SALVATORE CASSAR, M.D. Malta 


By the death on July 30th of Prof. Cassar, who 
for 25 years occupied the chair of surgery in the Royal 
University, the medical profession in Malta has lost 
one of its most prominent members. Dr. Cassar 
was born in October, 1861, graduated M.D. in 1886, 
and served first as resident and then as junior surgeon 
at the Central Hospital. In 1900 he succeeded to the 
chair of surgery and became senior surgeon to the 
hospital, holding both these posts until 1926, During 
the whole of this period he played a prominent part 
in the life of the University and in the training 
of its students. But this was not all. When he began 
surgical work Listerian methods were just being 
introduced ; he became an ardent advocate of the 
new principles, and it is entirely due to him that anti- 
septic and aseptic methods were firmly established 
in Malta earlier than in many other places. When 
he retired on reaching the age limit he left to Prof. 
J. J. Debono, who succeeded him, a first-class school 
of surgery. ‘“Cassar’s work,” writes Prof. Debono, 
““ was that of a pioneer; he had to overcome obstacles 
which to others might have been unsurmountable, 
and it is entirely due to his personality that so much 
progress has been achieved. This is fully realised by 
the large number of practitioners who still looked up 
to him as the Master and who two years ago gave him 
a public testimonial by celebrating the fiftieth anni- 
versary of his graduation.” 

In the year following his retirement Prof. Cassar 
stood for election for the Legislature of Malta and 
was returned as a member of the Senate which 
elected him a vice-president. He organised the 
Camera Medica of Malta of which he was the first 





purpura following the administration of Sedormid 
(allyl-isopropyl-acetyl-carbamide). The widespread 
use of this hypnotic prompts us to add yet another 
case to the growing list of its victims. 

She was a doctor, aged 26, who, while convalescent 
after a partial thyroidectomy, had been given two 
tablets of sedormid nightly. The drug was regarded 
by the patient as an excellent hypnotic, but after 
some six weeks of its continuous use a widespread 
purpuric rash appeared. Though the sedormid was 
immediately stopped, the patient became acutely ill, 
the purpura being complicated by severe epistaxis. 
When we first saw her blood films showed an almost 
complete absence of platelets and despite three blood 
transfusions the hemoglobin fell, over the course of 
ten days, to under 30 per cent. Two further trans- 
fusions were necessary before the platelet counts 
commenced to increase—a fortnight after the onset 
of the purpura. By this time the patient felt much 
better and the hemoglobin and platelet count there- 
after rapidly returned to normal. 


There is, of course, no proof that the sedormid was 
the causative agent of the purpura in this case and it 
was not considered justifiable to give a further small 
dose to note its effect on the platelet count. But 
the clinical picture was identical with that which has 
now been so frequently described and the severity 
of this case indicates that, so far from being a safe 
hypnotic, sedormid might well prove lethal. In our 
opinion sedormid should now be ranked with amido- 
pyrine as a drug which, though occasionally useful, 
should be used rarely, because of its severe toxic 
effects. We are, Sir, yours faithfully, 

CHARLES MILLER, 
M. L. RoSENHEIM. 
University College Hospital, London, August 9th. 





president. He still maintained an active interest 
in professional matters and at the time of his death 
he was again president of the Camera. 


ARTHUR STANLEY BARLING, M.R.C.S. Eng. 


Mr. Barling, who died on Monday at the age of 
75, was a Lancastrian by birth who spent the whole 
of his life in the Duchy. Born at Belle Grange, 
Windermere, he was educated at Leeds Grammar 
School and the Yorkshire College, qualifying M.R.C.S. 
in 1886. He was then resident for several years in 
the Leeds General Infirmary, continuing his experience 
at the North Staffordshire Infirmary. In 1893 
he settled in Lancaster when he was appointed surgeon 
to the borough and county police, and four years later 
was elected to the honorary staff on the surgical 
side of the Lancaster Infirmary. Here he found 
scope for a knowledge of surgical principles and a 
natural inventiveness which made his opinion valued 
both in practice and consultation. He wrote little 
except an occasional paper in the weekly journals on 
some point of technique or aid to diagnosis. Outside 
the hospital he kept closely in touch with a wider 
cirele of professional colleagues, being hon. secretary 
to the local branch of the B.M.A., and to the Lancaster 
Medical Book Club. 

Mr. Barling married Fanny Augusta, daughter of 
Captain T, Russell, R.E. 

Dr. ALEXANDER SHEARER, who has died in a 
nursing-home in Edinburgh, was associated from the 
beginning with the organisation of medical services 
for the remote and scattered communities in the 
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Small-pox in Wigan 


Two cases of small-pox were reported from Wigan 
in the weekly return for July 30th. We are informed 
that on July 21st a case was brought to the notice 
of the health department by the medical practitioner 
attending, and was seen immediately by the medical 
officer of health. The patient, a woman aged 51, 
whose illness began with severe backache and head- 
ache, had a copious though discrete rash which in 
distribution and character was typical of small-pox. 
She gave a history of visiting a sister who, along 
with her husband and two children aged 21 and 19, 
was being treated for chicken-pox. The daughter, 
aged 19, became ill on May 25th, the father and mother 
on June 14th, and the son, aged 21, on June 17th. 
The father returned to work on July 2nd, the daughter 
on June 30th, and the son on July 18th. This 
family was visited by the medical officer of health, 
Dr. Henry Whitehead, with a medical officer from the 
Ministry of Health. From the history, and the 
distribution of the remaining evidence of the rashes, it 

yas clear that these had been cases of small-pox. 
The son was working some distance outside the town 
and was found by the Lancashire county authorities 
to be still infectious. He was therefore removed to 
hospital. Since then three persons have contracted 
small-pox, presumably from him, in the same works. 
The illnesses were mild and the patients were 
removed to hospital. The daughter worked outside 
the district, but there is no evidence of further 
spread from this source. It is now nearly three 
weeks since the acute case (i.e., the woman, aged 51) 
was sent to hospital, and no further cases have 
been reported. 

As precautionary measures practitioners were 
notified, all towns and districts in Lancashire were 
informed, and the adjoining counties were com- 
municated with. Chicken-pox was made notifiable 
in Wigan for six months and every case was visited. 


Typhoid at Farnworth 


There has been an outbreak of typhoid in the 
urban district of Farnworth, Lanes, adjoining 
on the east the township of Bolton, with an area 
of 1500 acres and a population of about 28,000. 
At the beginning of this week 28 cases had been 
removed to Ladywell Sanatorium, Salford, while 
9 other cases were under observation. All of them 
have originated in the New Bury estate of new 
council houses provided for those displaced by a 
slum-clearance scheme which is almost complete. 
Naturally there is no fault to find with the hygienic 
and sanitary environment of this area, and so far the 
source of infection has eluded discovery. The water 
main which serves the affected area also supplies 
other parts of Farnworth and a large part of adjacent 
Bolton, from which no cases have been reported. 


(Continued from previous page) 


north-west of Scotland. Born and educated at 
Glasgow he was for a time in general practice at 


Auchtermuchty before becoming whole-time officer 
to the Highlands and Islands Medical Services Board, 
when the board was dissolved continuing the same 
charge as a medical officer of the Department of 
Health, 
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An analysis of the sources of the milk supplied to 
the affected households has also revealed no common 
origin. Dr. A. G. Glass, district medical officer, who 
has been in touch with Dr. F. Hall, the county medical 
officer, and Dr. Norman Smith, of the Ministry of 
Health, expect to find food contamination of some 
sort at the root of the outbreak, but so far no common 
food factor has been identified. A number of possible 
carriers are under observation. In the meantime the 
dwellers in the area are being advised to boil both 
water and milk as a precautionary measure and to be 
scrupulous about personal cleanliness. The cases 
are described as of a serious type and so far two 
have proved fatal. 


Poliomyelitis 


Tus disease, perplexing and distressful out of all 
proportion to its frequency, is following its usual 
course throughout the summer—a number of cases 
scattered widely over the country with a few local 
concentrations. The 41 cases notified in the current 
return were distributed over 18 counties and 27 
sanitary authorities. Essex had 8, Durham, Stafford, 
and Sussex West each 4, London 3, no other county 
more than 2. On the five Saturdays of July 90 cases 
in all were reported compared with 68 in the corre- 
sponding period last year but there was little difference 
in the incidence from week to week in the two years 
until the total of 41 mentioned above, and that is 
by no means exceptional. 

The outbreak at Halstead, Essex, is on the wane, 
the total number of cases reported there during 
the last few weeks being 19, not including 6 at Felsted, 
1 at Dunmow, and | at Black Notley. The 84 boys 
at Felsted School who had been held up in quarantine 
after 4 cases had occurred in the school have now 
gone home for the holidays. In the Braintree area of 
Essex a total of 14 cases have been reported, one 
patient being an expectant mother in whom some 
paresis of the respiratory muscles was causing anxiety. 
Four cases have been admitted to the isolation 
hospital at Ipswich as suspects. In Surrey there have 
been 6 cases altogether in the neighbourhood of 
Farnham, 2 of which—a woman of twenty-nine and 
a boy of eleven—have proved fatal. Among a 
group of 4 cases at Swansea, one, a sixteen-year-old 
boy, has died in the isolation hospital. 

These facts, although not unusual for the time 
of year, have disturbed considerably the public mind, 
partly no doubt on account of publicity, which would 
not have been so painful to the families concerned 
if the disease when diseovered were more amenable to 
treatment. In the Times of August 5th Dr. Donald 
Paterson and Dr. Macdonald Critchley have done well 
to emphasise this aspect of publicity, for which 
there would be more to be said if it were likely to 
lead to any advantage to the patients themselves. 
Possibly the popularising of the notion of the carrier 
may in the long run tend to good. It seems that 
resorts on the East Coast were disturbed at the thought 
of contacts coming to them in order to get away from 
possible infection in their own neighbourhood, and 
there might well be a heightening of the sense of 
responsibility. In another direction publicity has 
been stimulated by the fact that respiratory paresis 
is now being effectively countered by some form of 
mechanical respirator and the popular interest may 
help to ensure that a respirator is available where and 
when needed. 
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MEDICAL N EWS _ 


University of Cambridge 


Research Assistants to the Regius Professor of Physic.— 
The appointments committee of the faculty of medicine 
have appointed F. R. Berridge, M.B., of Trinity College, 
assistant in radiology (diagnostic) and A. Paterson, M.B., 
D.Psych, of the University of Edinburgh, assistant in 
psychiatry. Each appointment is for three years from 
Oct. Ist. 


University of London 


The degree of Ph.D. in pathology has been awarded to 
Mr. Harold Burrows, F.R.C.S., of the research institute 
of the Royal Cancer Hospital. 

The following have been recognised as teachers of the 
university :— 

Mr. S. G. Allen (dental surgery, London Hospital), Mr. 
H. J. B. Atkins (surgery, Guy’s), Mr. Arthur Bulleid (dental 
surgery, Guy's), Mr. C. P. Wilson (otorhinolary mann h 
Middlesex), Mr. W. R. Winterton (obstetrics and gynecolo 
Middlesex), Dr. G. F. Buchan (public health, St. Mary 8), 
Mr. J. F. Simpson (otorhinolaryngology, St. Mary’s), Dr. C liftord 
Hoyle (medicine, King’s College Hospital), Mr. E. G. Muir 
(surgery, K.C.H.), Dr. 5. Nevin (medicine, se -H.and ener)» 
Mr. J. H. Peel (obstetrics and gy necology, K.C.H.), i a § 
Buckley (‘tropical medicine, London Se hooi of R45 a 
Tropical Medicine), Prof. W. &. Le Gros Clark (anatomy, 
Maudsley), and Dr. A. F. Tredgold (mental diseases, Maudsley). 


University of Aberdeen 


Prof. R. D, Lockhart of the University of Birmingham 
has been appointed to the regius chair of anatomy at 
Aberdeen, in succession to Prof, Alex. Low. 

Prof. Lockhart, who is 44, graduated at Aberdeen in 1918 
after a distinguished career as a student. He served in the Navy 
during the last months of the war and returned to Aberdeen 
in 1919 first as a house surgeon and then as assistant in the 
department of anatomy. Within a few months he was appointed 
lecturer and he held that post till 1931 when he was elected 
to the chair of anatomy at Birmingham. Dr. Lockhart graduated 
Ch.M., at Aberdeen in 1924 and M.D. at Birmingham in 1932. 
His published work includes a study of the movements of the 
shoulder-joint and he has also made a number of well-known 
films on muscles in action. 


St. Mary’s Hospital Medical School 


A special post-graduate course, open to all medical 
practitioners, without fee, will be held at St. Mary’s 
Hospital, Paddington, from Thursday, Sept. 29th to 
Sunday, Oct. 2nd. As we announced last week, the 
annual dinner will be held at Claridge’s on the Saturday, 
with Dr. Walter Broadbent in the chair. 


Post-graduate Course in Neurology 


A post-graduate course of lectures and demonstrations 
on neurology will be given at the National Hospital, 
Queen-square, London, W.C.1, from Oct, 10th to Dec, 9th 
and again from Jan. 30th to March 31st, Further informa- 
tion may be had from the secretary. 


Orthopedic Surgery in Paris 


A course in surgical technique in relation to ortho- 
peedics will be held in the medical school of the University 
of Paris from Oct. 10th to 27th. Prof. Ombrédanne 
and Prof. Paul Mathieu, who are in charge, will give 
demonstrations and will operate. Further information 
may be had from the secretary of the faculty of medicine. 


Chartered Society of Massage and Medical 
Gymnastics 


The annual congress of this society will be held from 
Sept. 19th-23rd, and the dinner takes place on Sept. 21st. 
The opening lecture is being given by Prof. Henry Cohen 
on the treatment of disease, and the founder’s lecture, 
which this year will be given at the close of the congress, 
will be delivered by Prof. D. M. Blair, who will speak 
on the anatomy of movement. Among other medical 
men who will take part in the congress are; Dr. Arthur 
Juirdham, Mr. Robert Ollenshaw, Mr. A. R. Mowlem, 
Mr. P. J. Verrall, Mr. A. H. McIndol, Sir Harold Gillies, 
Dr. William Brockbank, Dr. A. C. Hampson, Dr. Norman 
Kletz, Dr. F. R. Ferguson, Mr. T. T. Stamm, Dr. Philippe 
Bauwens, Dr. W. M. McLellan, Dr. C. 8. Don, Dr. N. B 
Capon, and Mr, C, Lambrinudi. 











London School of iesannbede 


During the winter session the Chesterfield lectures, 
constituting a systematic course in dermatology, will be 
given on Tuesdays, Wednesdays, and Thursdays at 
5 p.m. at this school, 5, Lisle-street, London, W.C. A 
further series will be given during January and February. 
Instruction is given daily in the out-patient department, 
Further information may be had from the dean of the 
school. 


Imperial Veterinary Conference 


This conference will be held at the Royal Veterinary 
College, Camden Town, London, N.W., from August 15th 
to 19th. The subjects to be discussed include the work 
of the Imperial Bureau of Animal Health, foot-and- 
mouth disease and other virus diseases, Johne’s disease, 
bovine mastitis, caseous lymphadenitis of sheep, sheep 
blowflies, fowl paralysis, and chronic bovine hematuria. 


Research Fellowship in Children’s Diseases 


Applications are invited for the Eunice Oakes research 
fellowship which is tenable at the Hospital for Sick Children, 
Great Ormond-street, from Jan. lst. Candidates must be 
“medically qualified and fully equipped, technically 
and by experience, to conduct research work upon the 
prevention and care of children’s diseases.”” They should 
be under 35 years of age and the salary offered will be not 
less than £700 per annum. Further information may be 
had from the secretary of the hospital. 


A Committee on Blindness 


The Minister of Health, Mr. Walter Elliot, has appointed 
an Advisory Committee on Blindness to carry on the work 
hitherto performed by the standing committee on the 
prevention of blindness of the Union of Counties Associa- 
tions for the Blind, which has ceased to exist. The chair- 
man will be Mr. P. M. Evans, LL.D., and of the thirteen 
members ten belong to the medical profession—namely, 
Mr. H. R. Bickerton, Mr. J. D. Magor Cardell, Dr. James 
Ferguson, Mr. Percy Flemming, Mr. N. Bishop Harman, 
Dr. E. K. Macdonald, Miss Ida Mann, Mr. R. Foster Moore, 
Sir John Parsons, F.R.S., and Dr. A. H. H. Sinclair. 
The committee has been appointed for three years. Mr 
H. G. Benjamin and Dr. A. E. Hallinan, of the Ministry 
of Health, will be secretary and medical secretary 
respectively. 


Medical Travelling Fellowships 


The Medical Research Council announce that they 
have awarded Rockefeller fellowships to the following. 
for the academic year 1938-39 :— 

Richard Raymond Bomford, D.M. Oxon., M.R.C.P. Lond., 
assistant physician, London Hospital. 

Thomas Colver, M.B. Sheff., M.R.C.P.Lond., out-patient 
medical registrar, "Hospital for Sick Children, Great Ormond- 
street, London. 

Robert Morton Heggie, B.Sc., M.B. Glasg., assistant lecturer 

oe athology ond bacteriology, the Welsh National School of 

cine, Cardi 

Tan Menteontie. M.B., F.R.C.S. Edin., assistant surgeon, 
St. Giles’s Hospital, London. 

George Geoffrey Evanson Smyth, M.D. Manch., M.R.C.P. 
Lond., Dickinson research scholar, National Hospital, Queen- 
square, London. 

Ivor Glyn Williams, M.B. Lond., F.R.C.S. Eng., D.M.R.E. 
Camb., senior assistant radiotherapist, Meyerstein Institute of 
Radiotherapy, Middlesex Hospital. 


All these fellows propose to work at centres in the 
United States, with the exception of Dr. Smyth, who 
intends to study in Paris. Dr. Williams will hold his 
fellowship for six months only. The Rockefeller Founda- 
tion have also awarded fellowships, on the recommendation 
of the Council, to the following candidates in the special 
field of psychiatry, neurology, and felated subjects :— 

Thomas Russell Cumming Fraser, M.B. New Zealand, M.R.C.P. 
Lond., assistant medical officer, Maudsley Hospital, London. 

Ww illiam Walters Sargant, M.B.Camb., medical officer, 
Maudsley Hospital, London. 

Michael John Francis McArdle, M.B. Lond., M.R.C.P. Lond., 
assistant medical officer, Maudsley Hospital, London. 
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Vacan acancies 


For further aithiatiiahens refer to the aiettimiens t columns 

Bath, Royal United Hosp.—H.S8., £150. 

Belfast, Queen’s University.— —John Dunville Research Fellow ship 
in Experimental Pathology, £500. 

Birmingham, Selly Oak Hosp. —Jun. M. O., at rate of £200. 

Birmingham and Midland Eye Hosp.— —Res. Surg. O., £200. 

Birmingham City, Rubery Hill and Hollymoor Division.—Jun. 
Asst. M.O., #350 

Boston General Hosp.—Res. M.O., at rate of £150. 

mete, * x" St. Luke’s Municipal General Hosp.—H.P.’s and 

H.S.’s, each at rate of £150. 

Bradford Royal Infirmary.—Hon. Surgeon. 

Brighton, New Sussex Hosp. for Women and Children.—Hon. 
Ophth. Surgeon. 

Bristol Eye Hosp.—Jun. H.8., at rate of £100. 

Bristol Royal Infirmary.—H.P., at rate of £80. 

Calcutta, All India Institute of Hygiene Public Health.— 
Professor of Maternity and Child Welfare, Rs. 1050. 

Cardiff, King Edward VII Welsh National Memorial Association, 
Three Asst, Tuber. Officers, each £250. 

Cardiff Royal Infirmary.—Res. M.O., £200. 

Carlisle, Cumberland Infirmary. —Res. Surg. O., 2250 

Central ‘London Ophthalmic Hosp., St. Pancras, W.C.—Sen. and 
Jun. H.S.’s, £120 and £100 respectiv ely. 

Chesterfield oad "North Derbyshire Royal Hosp.—H.S. to Ophth. 
and Ear, Nose, and Throat Depts., at rate of £150. 

Chichester, Royal West Sussex Hosp.—Hon. Anesthetist. 

Dewsbury County Borough.—Asst. M.O.H. and Asst. School M.O., 

5 


Done, Noble’s Isle of Man Hosp. and Dispensary.—Res. H.S., 


Dover, Royal V. ictoria Hosp.—R.M.O., £140. 

Dreadnought Hosp., Greenwich, S.E, ~ Receiving- room Officer, 
at rate of £1 50. 

East Bee J Memorial Hosp., Shrewsbury-road, E.—H.P., at rate 
°o 

Eastbourne ‘Royal Eve Hosp., Pevensey-road.—H.S., at rate 

Edinburgh, Royal College of Surgeons.—Conservator of the 
Museum, &c., £1000. 

Edmonton Borough. —Asst. M.O.H. and Asst. Sheet M.O., 

Epsom County Hosp.—First Asst. M.O., £350 

Glasgow Eye Infirmary.—Res. H.S. £150. 

Halifax General Hosp.—Jun. Res. M. O., £250. 

Hertford vg = 4 Hosp.—H.P., at rate of £150. 

Hosp. for Sick Children, Great Ormond-street, W.C.—Eunice 
Oakes Research Fellowship, £700. 

Huddersfield Royal Infirmary.—Res. Surg. O., £225-£250. 

Hull Royal Infirmary.—H.P.to Sutton Branch Hosp., at rate 


£550. 


of £160. 

eee tags Vincent-square, Westminster.—H.P., at rate 
rf) 00. 

Kelling Sanatorium, Holt, Norfolk.—Med. Supt., £800. 

—_ tducation Committee.—Asst. School M.O. (Ophthalmic), 
E700. 

Lancaster Royal Infirmary.—Sen. H.S., at rate of £200. Also 


Second H.S., at rate of £175. 
Leamington Spa, Warneford General Hosp.—H.P., at rate of £150. 
Leicester Royal Infirmary.—Res,. Radiologist, at rate of £200. 
Also vacancies, £150-£100. 

Liphook, Hants, King George’s Sanatorium for Sailors.—Asst. 
O., at rate of £200. 

Liverpool, Fazakerley Sanatorium.—Res. Asst. M.O., £250. 

London County Council.—Asst. Pathologist, £650 

London University.—University Chair of Radiology tenable at. 

Royal Cancer Hospital, -. 

Maidstone, West Kent sp.—H.S., £17 

Manchester, Duchess of York ino for Babies, ve Registrar. 

Also Clin. Asst. to Out- -patient Dept. 
Manchester Ear Hosp., Grosvenor-square.—H.S., 

H.S., at rate of £1 50. and £120 respectively. 
Manchester Northern Hosp., Cheetham Hill-road.- 

0 


Manchéster Royal Eye Hosp.—Jun. H.S., £120 

Manchester Royal Infirmary.—Two Med. Chief Assts., each £300, 
_, Also Res. M.O. for Private Patients Home, £250. 

ae ~ ‘ane Education Committee.—Sen. Asst. School M.O., 


500. 

Miller General Hosp., Greenwich-road, S.E.—H.P. and H.S., 
each at rate of £100. Also Cas. O., at rate of * 50. 

Monmouthshire County Council. — Assistant M. 0., £500 

ene: -~upon-Tyne, Royal Victoria Infirmary. —Two 

spect 4 Sen. Accident Room H.S., £250 and 
ve 

Norwich, Jenny Lina Hosp. for Children.— Res. M.O., £120. 

Oldharn Municipal Hosp.—Res. Asst. M.O., at rate "of £200. 

Oxford, me ant re” 8 . O., at rate of £150. 
Three H.P.’s., three H.S.’s, Obstet. H.P., and H.S. to 
Ear, Nose, and Throat Dept. each at rate of £120. Hon. 
Physician to Dept. of Physical Medicine. Also Hon. Asst. 
Obstetrician. 

Pembroke County War Memorial Hosp., Haverfordwest.—Res. 


H.S., £200 
Greenbank-road.—Two 


Plymouth, Prince of Wales’s Hosp., 
| lang and Res. Anesthetist and H.S., each at rate of 


and Res. 


—Res. Surg. O., 


Med. 
£150 


Preston, Sharoe Green Hosp. gy d hag M.O., at rate of £300. 
Preston, Whiston County Hosp., r Prescot.—Res. Surg. and 
Med. Officers, each £400. ‘iso Visiting Radiologist, 3 gns. 

er session. 
Pr cnans County of Lancaster Royal Infirmary.—Res. Surg. O., 


Prince of Wales’s General Hosp., Tottenham, N.—Res. Jun. 
H.P. and two Res. Jun. H.S.’s, each at rate of £90. Also 
Hon. Clin. Asst. 
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Queen Mary’s Hosp. for the East End, Stratford, E.—Res. M.O.’s, 
each at rate of £150. Also Obstet, H.S., at rate of £110. 
Reading, Royal Berkshire Hosp.—Asst. Radiologist, £400-£500. 
Rhona Urban District Council.—Asst. M.O., £500. 
Rochdale Infirmary and Dispensary.—Sen. H.S., £250. 
H.P., £150. 
Rotherham Hosp.—Cas. H5S., & 
Royal College of Physicians, Mall East, 
Lecturer for 1940. 
Royal Eye Hosp., St. George’s Circus, S.E.—Sen. H.S., and two 
H.S.’s, at rate of £150 and £100 peers ly. 
Royal Free Hosp., Gray’s Inn-road, W —Res. 


_ a £160. 
Royal Naval Medical Service.—M.0.’s 
St. yy Hill End phone —H.P., at tee of £165 
Salford Royal Hosp.—Res. Surg. O., £200, H. P., 
and Cas. H.S., each at rate of £125. 
Salvation Army, Mothers’ Hosp., Lower 
Jun. Res. M.O., at rate of £80. 
Sheffield, Children’s Hosp.—U.P., at rate of £100. 
Sheffield, Jessop Hosp.—Res, Anesthetist, at rate of £100. 
Shrewsbury, Royal Salop Infirmary.—Res. Surg. O., £250. 


Also 
150. 
Pall S.W.—Milroy 


Cas. O., at 


three H.S.’s 


Clapton-road, E.— 


Southampton, Royal South Hants and Southampton Hosp 
Sen. H.S., £200. Also H.S., at rate of £150. 
Southend-on-Sea General Hosp.—Res. Anesthetist, and H.S., 


at rate of £125 and £100 respectively. 

Southport General Infirmary.—Jun. H.S8., £150. 

Stoke-on-Trent, North Staffordshire Royal Infirmary.—H.8. 
for Aural and Ophth. Dept. and Second H.P., each at rate 
of £150. 

Sunderland County Borough Mental Hosp.—Deputy Med. Supt., 

550. 


Surrey County Sounes Mental Hosp. Service-—Two Jun. Asst. 
M.O.’s, each £ 

Surrey County caiaiesns Milford.—Jun. Asst. Res. M.O., at 
rate of £250, 

Taunton and Somerset Hosp.—Two H.S.’s, each £125. 

Union of South Africa, Trafalgar- -square, W.C.—Sen. Prof. 
Officer (Physiology) and Sen. Prof. Officer (Bio-Chemistry), 
each £700. 

Wakefield, Scalebor Park Mental Hosp.—Jun. 

Warwick, King Edward VII 
Hill.—Jun. Asst. M. O., 

West Ham Hosp. for Nervous and Mental Disorders, Goodmayes .— 
Jun. Asst. M.O., £350. 

Worthing Hosp.—H8. and H.P., coh at rate of £130. 

York Dispensary.—Res. M.O., £200 


Motteas Referee under the Westmare Compensation Act, 
1925, for the New Malton, Scarborough, and Whitby 

County Court Districts (Circuit No. 16). Applications 

should be addressed to the Private Secretary, Home 

Office, Whitehall, London, S.W.1, before Sept. 3rd 

Chief Inspector of Factories announces vacancies for 

Examining Factory Surgeons at Mells (Somerset) and 

Clitfe (Warwick). 

Medical Referee under the Workmen’s Compensation Act, 
1925, for the Perth Sheriff Court District (Sherifidom of 
Perth and Angus). Applications should be addressed to 
the Private Secretary, Scottish Office, Whitehall, London, 
8.W.1, before Sept. 6th. 


Births, Marriages, and Deaths 


BIRTHS 


Barn.—On August 5th, at Harrogate, 
Bain—a son. 

ExLGoop.—On August 6th, at Newport, Mon., to Mr. John 
Elgood, F.R.C.S., and Christine Elgood, M.B.—a son. 

Gunn.—On August 4th, at Bromley-road, 8S.E., the wife of 
Dr. Alistair Gunn,—a daughter. 

KELLNER.—On August 7th, at Devonshire-place, W., to Dr. 
and Mrs. A. Kellner (Dr. F. D. Hawes)—a son 

OaKDEN.—On August Ist, at Cambridge, the wife of Dr. G. F. 

akden.—a son. 

Patin.—On August 3rd, the wife of Mr. 
Palin, F.R.C.S8, of Bristol—a son. 

RUSSELL.—On August 5th, at Devonshire- -place, W., the 
wife of Dr. William Rfissell, of Northwood—a daughter. 

WRAITH.—On July 31st, the wife of Dr. F. Wraith, Lymm, 
Cheshire—a daughter. 


MARRIAGES 
BRENNAN 7R.—On August 2nd, Surg. Comdr. J. R. 
Brennan, to Clarice Rovena Mortimer, of Porth Navas, 
Falmouth. 
GuURNEY—TyYson.—On August 6th, at Christ Church, 
Kensington, Norman J. 8. Gurney, B.M., to Phyllis Anne 
st 6th, et St. Mabyn Church, 


May Tyson, of Beaconsfield 
KERR—PETER-HOBLYN.— On Augu 
Cornwall, Soompe Michael Kerr, M.R.C.S. Eng., to Catharine 
Maude Peter-Hoblyn. 


Asst. M.O., £350. 
Memorial Sanatorium, Hertford 
at rate of £250. 


The 





the wife of Dr. Curtis 


Anthony Gurdon 





DEATHS 
BAaRLING.—On August 8th, Arthur Stanley Barling, M.R.C.S. 
Eng, J.P., Consulting Surgeon, Royal Lancaster Infirmary, 
aged 75. 
OsBoRN.—On August 7th, at Windsor, A. G. Osborn, 
M.B. Lond., aged 62. b 
THURLOW.—On ” August 3rd, at Tunbridge Wells, 
Thurlow, M.i). Camb., F.R C.S. Edin. 
N .B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE INFANT’S BACK 


By K. A. KNUDSEN 


LATE CHIEF INSPECTOR OF PHYSICAL EDUCATION TO THE 
DANISH BOARD OF EDUCATION 





A NORMAL back is almost as rare as a set of 32 
normal teeth. This is a disgrace and a disadvantage 
to us. 

Often it is in the early months of life that the trouble 
begins. During the first six months the child ought 
to spend most of its time lying on its back on a flat 
firm horizontal and sufficiently warm support. On such 
a support the back is stretched out straight. If, 
on the other hand, as often happens, the support 
is soft and the pillow high, the child will lie with a 
eurved back, for the buttocks will sink and the 
head will be pressed forward. 


THE TROUBLE BEGINS 


The child grows according to its position and it 
grows faster during the first few months than at 
any time later. If it lies with a curved back, ‘the 
muscles along the spine—the back-extensors or muscles 
of posture—will become too long, and so will the 
ligaments on the back. Likewise their antagonists, 
the abdominal muscles, and also the ligaments on the 
front of the spine, will be kept short. 


Growth demands movement, and the child does not 
keep still during these early months of life. But if 
it is kept exclusively on its back its “‘ gymnastics ” 
become one-sided. In this position it works with arms 
and legs and begins to lift its head from the pillow— 
work that gives one-sided development of abdominal 
and chest muscles. The arms are mostly lifted forwards, 
moving little either outwards or upwards. During 
these movements the shoulders are pulled forward 
and the chest muscles are shortened. This may be the 
beginning of “‘ round ”’ shoulders. When lying on its 
back the child also lifts the legs and kicks. In doing 
this it uses the abdominal muscles, but (it should 
be noted) in a shortened condition. The abdominal 
muscles are also used when the head is lifted, for they 
have to fix the ribs upon which the neck muscles, which 
lift the head, exert an upward pull. This one-sided 
work with head, arms, and legs 
is often the origin of the rounded 
back in the adult, which is 
characterised by long back- 
extensors, short chest and abdo- 
minal muscles, and a drooping 
head. 

It may be objected that a 
child does not remain on its 
back the whole time but is 
placed in a cradle propped up 
FIG. 1.—The backof with cushions, or carried about 

——_ a in arms. This is still worse ! The 

position. sitting position is the worst 

of all positions for the child 
of five or six months old and may cause per- 
manent damage to the back. No matter how 
much a child is propped up, or how it is carried 
in the arms, its back will ‘give way forming 
one large curve backwards (Fig. 1). The “ posture 
muscles” or back-extensors cannot resist the weight 
of the heavy head and the upper part of the trunk. 
The longer a child sits, the less are they able to do 


I 
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so; and in the sitting position the muscles are stretched 
even more than in the curved-back lying position. 
Sitting may even affect the vertebra, for they are still 
cartilaginous, and susceptible to pressure, especially 
if the child suffers from rickets. 

When the back is curved, the weight of the head 
and the upper part of the trunk is carried mainly 
by the anterior edge of certain vertebre, particularly 
those in the upper part of the curve. In time, one or 
more vertebre may become wedge-shaped and if 
this happens, even in one vertebra, the back acquires 
a deformity which will be difficult to correct and 
may perhaps cause greater deformities. The result 
is a kyphosis just above the loin, or at the 
junction between the thoracic and lumbar regions, 
usually extending over two or three of the 
lower thoracic vertebre and rarely over more. 
Sitzkyphosis is the name given to it by the 
Germans, but ‘‘ brephokyphosis”—from the Greek 
Apépos, Meaning infant—is better because the origin 
is in infancy. 

Countless permanently deformed backs are due to 
children being allowed to sit at too early an age. 
Mothers ought to be told, therefore, that sitting must 
be absolutely avoided during the first six months of 
the child’s life, and doctors and nurses should be eager 
to impress this rule. The foundation of a good and 
strong back is laid in infancy. 


THE INFANT GYMNAST 

Having said what a mother must not do, here is 
something she should do; she should give the child 
gymnastics, so 
to speak, from 
its birth. No 
knowledge of 
an intricate 
system is 
necessary and 
a single exer- 
cise suffices. It 
is easy to learn 
and the child 
can do it correctly at the first attempt. The mother 
has only to turn the child on to its front and it performs 
the exercise itself. It lifts its head (Fig. 2) and the 
exercise is complete. 


This exercise is as important and effective as it 
is simple. The new-born child’s head is surprisingly 
large and heavy; it accounts for about a third of 
the entire weight of the body whereas an adult’s head 
represents only a fifteenth or twentieth of the total 
weight. The child’s back-extensors are so strong that 
even at the first attempt they can lift, and for a 
moment support, the heavy head. After a few weeks’ 
practice an infant can lie for several minutes with the 
head lifted. This shows the strength of the back- 
extensors, which have to work throughout life to 
maintain the upright position of the trunk and to 
support it in the many positions claimed by daily 
work, often in conditions of considerable mechanical 
disadvantage. 


But if a child lies exclusively on its back during the 
first months of life the extensors are inactive while 
the abdominal muscles are exercised vigorously when 
the child sprawls and kicks, and also when it raises its 
head in order to try to sit up. To give the back- 
extensors the same opportunity for work as the 
abdominal muscles, the mother should frequently 








FIG. 2—A child of two 
months in the front- 
Iving position, with 

head raised. 
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turn the child on to its front. This should be done at 
first when she holds it in her hands, or on her lap. 
(The child must not be in danger of suffocation, 
which is possible if the head, from fatigue, is allowed 
to sink down on to the pillow.) When it lifts its head 
in this position it bends the whole spine, thus using 
all the back-extensors, but especially the upper ones 
which really carry the head. These are the most 
important posture muscles and when properly 
developed they give the head and neck a correct 
and beautiful position—a position unfortunately so 
rare as to be thought a sign of haughtiness. This 
earriage of the head ensures that the normal curve 
of the thoracic fregion does not become too great 
and also prevents the upper ribs from sinking 
down and reducing the space for the apices of the 
lungs. 

At the age of six or seven months parents should 
encourage their children to crawl. Most children 
learn to crawl themselves, especially if they are 
accustomed to the front-lying position, for then it is 
easy to pull their knees up under them and push 
forward on “ all fours.” Crawling is a most important 
exercise for the child’s back because in the crawling 
position the back is kept almost horizontal, the 
lower part supported by the legs, the upper by the 
arms; in other words, in the same position as four- 
footed animals, whose backs are never deformed. 
The vertebre are not subjected to pressure as in the 
sitting position and the back bends and curves in so 
many varied ways that it is a pleasure to watch. 
The joints in the back are kept movable, the extensors 
are developed, and the nutrition, and thereby the 
ossification, of the vertebre is furthered. In the 
horizontal position of the back the head is carried by 
the upper back-extensors, as in the lying position 
on the front, and they get good exercise. Crawling 
on “all fours” is the best preparation for walking on 
two feet. 

Children should have a clean warm limited area 
over which to crawl. The floor is not a suitable 
place, for it is not clean enough; moreover it is 
draughty and often cold to the touch. When children 
have had some practice, they crawl round the room 
and always drag with them whatever they can catch 
hold of. A crawling pen raised above the floor is 
the ideal crawling place for it is easy to keep clean 
and is not cold. With its crossbars and upper edge 
it forms an excellent gymnasium, and the child creeps 
and crawls, and twists and turns, so that the back is 
thoroughly exercised. It grasps the crossbars, then 
pulls and heaves itself on to its knees and bobs up 
and down on knee- and hip-joints, thus training hands, 
arms, and legs. Later, the child heaves itself into the 
standing position with half-bent knee- and hip-joints, 
and amuses itself by rocking up and down with 
small “rhythmical” knee-bendings. When by this 
means it has sufficiently strengthened the legs 
it begins to walk sideways, supporting the hands 
on the crossbar of the pen. A healthy child is sur- 
prisingly inventive, and soon forms a self-constructed 
but very sensible gymnastic system which provides 
exercise for all parts of the body, with intervals of 
rest. This is done purely by instinct, for growth 
craves movement. Parents should give their children 
ample opportunity of satisfying this need for move- 
ment. It is essential for the small child and indeed 
necessary throughout the whole period of growth. 
The desire for movement may cease ; it may almost be 
destroyed, as we see in sedentary workers, but the 
loss of the desire for movement is a loss to both 
mental and physical powers not only in the period of 
growth but at any time in life. 
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SOME PLEASING VERSES 


Ir must be admitted with regret that the practice 
of medicine does not conduce to the writing of verse, 
The building of rhyme, lofty and lowly, as those who 
have tried their hands at it will readily agree, requires 
a measure of concentration and security from interrup- 
tion not easily come by in a modern practice with its 
ringing telephones and emergency calls. Dr. Fergus 
has contrived somehow to overcome these difficulties 
in a little book! which will appeal primarily to 
Glasgow students, but deserves a wider medical 
public. His verses, sentimental or humorous, are 
always simple and though often so topical as to be 
ephemeral will be read with pleasure. Especially 
to be commended are ‘“ The Medical Lass” and 
“The Red Cross Draw.”’ For the benefit of the 
*‘puir Sassenach” a glossary of Scots words is 
appended. 


HISTORY OF BRITISH CHEMICAL INDUSTRY 


THE heavy chemical industry has for many years 
been one of the leading industrial activities of this 
country, but there has been an unfortunate tendency 
for the production of more elaborate compounds, 
even when started here, to drift to the Continent, 
mainly to Germany. In fact, before the war, it 
was unusual for those requiring fine chemicals or 
synthetic drugs even to consider British sources, 
The war naturally led to an increased demand 
for explosives, while the needs of sick and wounded 
greatly increased our requirements for disinfec- 
tants and drugs, and research on the production of 
these necessities as well as of lethal agents fostered 
the growth of a fine chemical industry in Britain. 
Few people in this country are better qualified than 
Sir Gilbert Morgan and Dr. Pratt to describe the 
growth of this industry.* Their long connexion with 
the public centre of chemical research here, and Sir 
Gilbert’s mixed academic and industrial experience, 
as well as his interest in the whole range of chemistry 
have enabled them to give a readable conspectus, 
Not only chemists but many medical men, especially 
those working in public health, will find in it the sort 
of information they need—for example, on the risks 
to which patients engaged in chemical industry may 
be exposed or to assess the probable effect of any 
chemical works on the health of their district. It 
is interesting to note that the production of ether 
by dehydration of alcohol with sulphuric acid was 
known in 1540 and that the same process is still the 
only one used on a large scale, one firm producing 
5 tons a day. 

Since, in 1827, Alcock reported on the disinfectant 
properties of chlorine great interest has been taken 
in this country in the selection of disinfectant and 
antiseptic substances, and in recent years substances 
having specific amoebicidal, bactericidal, spirocheti- 
cidal, and trypanocidal properties have been intro- 
duced largely as the result of research at Sir Gilbert’s 
laboratory. It is a sign of the vitality of British 
industry that a firm ngarly 200 years old started the 
manufacture on a large scale of chloral hydrate, that 
others of long standing are noted still for the prepara- 
tion of quinine and its salts, whilst more recent 
organisations prepare synthetic vitamins and many 
other products either synthetic or derived from 
vegetable or animal sources, which need great care 
and skill in their preparation. It is a hopeful outlook 
that Morgan and Pratt describe, and it is gratifying 
to know that the industry is remarkably free from 
labour troubles and that many processes, which in 
the past involved workers in considerable risks and 


1 Fancies of a Physician: Verses Medical and Otherwise in 
Scots and English. By Dr. John F. Fergus. Glasgow: Brown, 
Son and Ferguson. 1938. Pp. 209. 5s. 

2 British Chemical Industry, its Rise and Development. By 
Sir Gilbert Morgan, O.B.E., D.Sc., Sc.D., LL.D., F.R.S., F.1.C. 
A.R.C.Sec., Director of Chemical Research at the Chemical 
Research Laboratory, Teddington, Middlesex, Department of 
Scientific and Industrial Research ; and David Doig Pratt, 
M.A., Ph.D., Principal Scientific Officer at the Laboratory. 
London: Edward Arnold and Co. 1938. Pp. 387. 21s. 
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tended to shorten their lives, are now carried out under 
comfortable and safe conditions. The output of the 
whole industry which employed over 600,000 workers 
in 1936 amounted to more than £400 million, This 
book is well got up and illustrated both by line 
drawings of lay-out of plant and views of plant 
actually in use, 


THE MINER’S LOT 


THE report of the Miners’ Welfare Committee * 
again contains excellent illustrations of the various 
activities of the Miners’ Welfare Fund. The purpose 
of the Fund is to improve the social well-being of 
the miner and his family and to foster mining 
education and research, There are at present in 
this country 775,000 miners who with their families 
make a population of over 3,000,000 people, and 
it is this vast number that the Fund caters for. 
The work of the Fund does much to promote physical 
fitness, and it is encouraging to read of a rapid 
increase in the number of pit-head baths compared 
with previous years. There are now 278 installations 
for 364,547 persons, and it is expected that by 1944 
almost all requirements will be met. The Committee 
also supports a large number of welfare schemes 
including the provision of recreation grounds,children’s 
playgrounds, and boys’ camps, and the fact that it 
has spent more than £5,500,000 is striking evidence 
of the extent of its work. It is well that the old idea 
of the essential drabness of industry, with the view 
that ‘‘ where there’s muck there’s money,” is going 
out of fashion. 

Direct health services are also in evidence, and 
last year the Fund gave over £43,000 to convalescent 
homes, £10,000 to hospitals, £1500 to ambulance 
services, nearly £5000 for the purchase of medical 
appliances and over £2000 for nursing services. 
Since the inception of the Fund the convalescent 
services have eaten up £2,736,312 or 78°8 per cent. 
of the total expenditure on health services. Such 
expenditure is almost entirely for the men, and a 
pressing need is the provision of more opportunities 
for rest and recreation for their wives. The provision 
of pit-head baths has been as much a godsend to the 
miner’s wife as to himself but she still may have as 
hard or a harder lot than her man. It is said that 
hers may be a 24-hour day, and this almost becomes 
true if she has husband and lads working on different 
shifts and children at school. Described by a miner’s 
son (G. A. W. Tomlinson in ‘“ Coal Miner”) as 
‘‘patient as the earth beneath which her husband 
laboured,’ she merits more often the opportunity of 
escape and rest. 








INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
JULY 30TH, 1938 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 1553; diphtheria, 1007; enteric fever, 32 
(58 * expected ”); pneumonia (primary or influenzal), 
589; puerperal pyrexia, 187; cerebro-spinal fever, 
26; acute poliomyelitis, 41; acute polio-encephalitis, 
0; encephalitis lethargica, 2; dysentery, 36; oph- 
thalmia neonatorum, 98. No case of cholera, plague, 
or typhus fever was notified during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on August 5th was 3026, which included : 
Scarlet fever, 663; diphtheria, 948 (carriers, 40); measles, 
267; whooping-cough, 258; puerperal fever, 10 mothers 
(plus 7 babies); encephalitis lethargica, 277; poliomyelitis, 
5. At St. Margaret’s Hospital there were 23 babies (plus 8 
mothers) with ophthalmia neonatorum. 


Deaths.—In 126 great towns, including London, 
there was no death from small-pox or enteric fever, 
5 (1) from measles, 5 (1) from scarlet fever, 7 (0), 


1 Miners’ Welfare Fund. Sixteenth Annual Report of the 
Miners’ Welfare Committee for the Year 1937. H.M. Stationery 
Office. Pp. 128. Is. 6d. 
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froma whooping- consi; 19 (3) from diphtheria, 42 (22) 
from diarrhoea and enteritis under two years, an 


16 (1) from influenza. The figures in parentheses are 
those for London itself. 


Fatal cases of diphtheria occurred in 13 great towns, 3 at 


Manchester, 2 at South Shields. No great town reported more 
than 2 deaths from diarrhea. 


The number of stillbirths notified during the week was 
249 (corresponding to a rate of 35 per 1000 total 
births), including 33 in London. 





Appointments 


GaLTon, E. M. G., M.B. Lond., D.O.M.S., Ophthalmic Sestiiner 
at the Royal Northern Hospital, London. 


Gray, J. E., M.B. Durh., Junior Surgical Registrar at the 
Royal Victoria + Infirmary, Newcastle- -~upon -Tyne. 
HESELSON, JACK, ppe Town, F.R.C.S. Eng., Resident 
Surgical Officer bs Bigot urn Royal Infimary 
Hout, F. Murrert L., M.B. Manch., D. os "VSchool Medical 
fficer and Assistant Medical Officer of Health for Keighley. 
LANDON, JOHN, M.R.C.S., D.P.H., Deputy Medical Officer 


of Health for Tottenham. 

LopGE, THOMAS, Sheff. D.M.R., Junior Assistant 
am Officer in tine Radiological a Manchester 

oyal In 

Mawson, K. N., ‘M.B. Liverp., D.P.H., Assistant County 
Medical Officer of Health for West Sussex and Medical 
Officer of 5 for Horsham. 

McCarthy, D. F., M.B.N.U.1., D.P.H., Medical Officer of 
Health for shépoey, Kent. 


C., M.B. Aberd., D.P.H., Senior Deputy 
Medical Officer, Fife County Council. 

MCLEAN, A. B., M.B. "Melb., Resident Assistant Medical Officer 

(Surgical), West Middlesex om Hospital oh aa 

M.B. Durh., M.R.C.P. Lond., D.C. nior 

Child W elfare ¢ Officer for ieee. -upon-Tyne. 


Monro, J. E., M.B.‘ F.R.C.S. a Hon. Assistant alias to 
Cumberland Infirmary, Carlisle 


MUENDE, Isaac, M.B. L Lond., Visiting Dermatologist to Redhill 
County Hospi tal. 


O’REWLY, T. J., M.D. Dubl., Medical Registrar at the St. John 
Clinic and Institute of Physical Medicine. 

PARKINSON, J. 8., M.B. Manch., M.R.C.P. Lond., Chief Assistant 
in the Neurological Unit, Manchester Royal Infirmary. 
ROGERS, KATHARINE C., -R.C.8. Eng., Assistant Medical 

Officer to the Middlesex OTH. Council. 


Sim, ISABELLA, M.B d., D.P.H Deputy Medical Officer of 


Health for Keighley. 
STARK, VIDA J -D. Glasg., D.P.H., Assistant Medical 


Ge 3 
Officer of Health’ for Bolton. 
Mees MARGARET, M.B. Edin., M.C.0.G., Resident Assistant 
edical Officer at the Central Middlesex’ County Hospital. 
Colonial Medical Service.—The following appointments and 
promotions are announced :— 


AusTIN, T. A., L.R.C.P.1., D.T.M., Senior Medical Officer, 
—— Territory ; 


GREER, W. O.B.E., M. D. Edin., D.T.M., Senior Medical 
Officer, Sierra Leone ; 


O’FLYNN, M. G., M.B. Lond., Medical Officer, West Africa ; 
POWELL, G. M. C., F.R.C.S.1., D.P.H., D.T.M., Senior Medical 
Officer, Tanganyika Territory ; 


TURNER, F. B., M.B.Camb., Assistant Specialist, Depart- 
ment of Health, Palestine ; and 


VicKERS, W. J., M-R.C.S. Eng., D.P.H., D.T.M. and H., 
Senior Medical Officer, Department of Health, Palestine. 


Examining Surgeon under the Factories Act, 1937: Dr. T. F. 
GREENWOOD (Horncastle District, Lincoln). 


THE LANCET 100, YEARS AGO 


August 11th, 1838, p. 691. 
From a leading article. 


. The attention of the public cannot be too closely 
rivetted on the connection between effluvial poison and 
disease ; this silent invisible enemy, unlike the murderer, 
leaves no mark of its footsteps, no evidence of its agency, 
but “ bloweth where it listeth,” contaminating the air, and 
converting the balsam of life into a leprous distilment, 
Sickness and death follow in its train; but these are 
considered by the thoughtless multitude to be inevitable, 
and are ascribed to mysterious powers, over which 
humanity has no direct control. . . . But saner views are 
beginning to prevail, . . . Instead of offering hecatombs to 


incensed APOLLO, the land is drained where ague prevails, 
the streets are widened, the houses are ventilated, and the 
sewerage is made to carry off the residual accumulations 
of congregated thousands, underground, 








